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INTRODUCTION TO PORTFOLIO
The portfolio is divided into two volumes. Volume I contains all academic and 
research components of work completed throughout the course as follows:
Academic
• Two essays -  Adult Mental Health and Professional Issues
• Three Problem Based Learning Reflective Accounts
Research
Research Log Checklist
Service Related Research Project (including evidence that project was fed 
back to the service)
Abstract of Qualitative Research Project 
Major Research Project
Volume II contains clinical components of work completed during training. This 
includes two Case Discussion Process Accounts and case reports written in each 
clinical placement (Adult Mental Health, Children and Families, People with 
Learning Disabilities, Older People and Advanced Competencies). Volume II also 
contains all clinical documentation from each placement including:
• Placement Contracts
• Logbook of Clinical Experience
• Evaluation Forms (completed by supervisors)
• Trainee Evaluation of Placement Forms
Summaries of the experience gained on each placement, case reports and Case 
Discussion Process Accounts are provided in Volume I for reference.
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ACADEMIC
Academic
F S S A Y 1 : ADULT MENTAL HEALTH
“The therapeutic skills needed to engage a client in therapy are the 
same no matter which theoretical model the clinician works within . 
Discuss with reference to CBT and psychodynamic approaches to 
working with adult clients who present with problems related to
childhood sexual abuse.
December 2005
Year 1
Word Count: 4962
Academic — Essay 11 Adult Mental Health
INTRODUCTION
F think that it is important to begin this essay by providing some context on why I 
decided to write about this topic. There are several reasons why I chose to write about 
therapeutic engagement when working with adult survivors of childhood sexual 
abuse, with particular reference to Cognitive Behavioural Therapy (CBT) and 
psychodynamic approaches, and these are outlined below: -
1. My interest in exploring therapeutic engagement with adult survivors of 
childhood sexual abuse stems from my own clinical experience of co- 
facilitating a sex offender treatment group within a specialist forensic service. 
The impact of childhood sexual abuse was evident in this population in terms 
of both the abuse that many of the members had experienced themselves when 
they were children and also in regard to the effects that their abusive
behaviour had on their victims.
2. As described above, my prior clinical experience and resulting knowledge 
base has mainly focussed on working with perpetrators of childhood sexual 
abuse within a specialist service. For this reason, 1 decided that 1 wanted to 
focus this essay on issues relating to the therapy of adult survivors of 
childhood sexual abuse who are not perpetrators, and who present to general 
adult mental health services as opposed to specialist tertiary services. This is 
because my first and current placement is within adult mental health services 
and 1 wanted to acquire some knowledge about how to best work with this 
population so that 1 would be better equipped if any of my clients do present 
with problems relating to childhood sexual abuse.
3. The main theoretical model that 1 have worked with before, including in the 
sex offender treatment group 1 co-facilitated, has been CBT. However, in my 
first placement 1 will be working within both a focal psychodynamic model (in 
primary care) and a long-term psychodynamic model (in an outpatient 
psychotherapy department) and will be interested to find out whether the skills
 ^1 have decided to write in the first-person throughout this essay, as 1 think it is important to 
reflect on my own experiences and views when writing an essay like this.
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I use to engage patients using these approaches are any different to the skills I 
used when working within a CBT framework. Before I started researching this 
topic, I felt that the basic therapeutic skills 1 would use to engage clients using 
a psychodynamic model would not be any different from those 1 had 
previously used to engage patients using mainly CBT principles. These skills 
would encompass the qualities that 1 believe are intrinsic, and probably 
natural, to me as a therapist such as empathy, validation and being non- 
judgemental. However, 1 was interested to find out what both the theory and 
research evidence had to say about engaging clients in therapy for each model 
(i.e. psychodynamic and CBT) and this is another reason why 1 chose to
explore this topic.
In the first part of the essay, 1 explore what both CBT and psychodynamic approaches 
say about the therapeutic skills needed to engage clients in general. 1 will only 
describe each approach in relation to what they have to say about therapeutic 
engagement, as 1 do not think describing the background of each approach in any 
detail is necessary for the purpose of the essay. 1 have then presented a review of the 
literature examining specifically the therapist’s contribution when engaging adult 
survivors of childhood sexual abuse within each model. 1 have also included evidence 
looking at the importance of the therapeutic alliance across theoretical models to 
support some of the conclusions that 1 have made throughout the essay.
THERAPEUTIC ENGAGEMENT IN CBT
I examined two key texts, namely Judith Beck’s (1995) ‘Cognitive Therapy -  Basics 
and Beyond’ and ‘Cognitive Behaviour Therapy for Psychiatric Problems: A Practical 
Guide’ by Hawton et al. (1989) to explore what therapeutic skills are needed to 
engage clients within CBT in general. Although the two books primarily focus on the 
specialist skills needed to be a CBT therapist, they both indicate that before these 
skills can be developed the therapist needs to demonstrate proficiency in basic 
therapeutic skills in order to engage the client and develop the therapeutic 
relationship. The authors note that most of these skills are important in all types of
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therapy. The skills mentioned in the book include creating a safe, warm and trusting 
atmosphere to enable clients to disclose personal information without risk of censure; 
being empathie, non-judgemental and demonstrating genuine regard; normalising the 
patient’s problems and instilling hope; being realistically optimistic about outcome; 
and listening carefiilly and reflecting the patient’s concerns by using techniques such 
as summarising and paraphrasing.
As well as highlighting these skills, the authors strongly emphasise that it is also 
essential to develop a collaborative therapeutic relationship between the therapist and 
client to keep them engaged during treatment.
It is made clear by the texts that the above skills are very important when engaging a 
client in therapy and are needed to develop a sound therapeutic relationship, which is 
essential for treatment to be successful. From my own personal experience of 
facilitating the sex offender treatment group within a CBT framework, I found that I 
used all of the above skills to engage the patients and that they came intuitively to me 
as a therapist. They were certainly not listed in the manual alongside specialised CBT 
skills (e.g. cognitive restructuring), perhaps indicating that the basic therapeutic skills 
needed to engage a client in the therapy presuppose the advanced skills specific to 
each theoretical orientation.
THERAPEUTIC ENGAGEMENT IN PSYCHODYNAMIC APPROACHES
There are many different types of psychodynamic/psychoanalytic^ approaches to 
therapy (e.g. Freudian, Kleinian and Independent) and although they differ in many 
respects, they all agree that the relationship between the therapist and the patient is 
“an essential, if not the most important, feature of the psychoanalytic process” 
(Lemma-Wright, 1995, pp. 186). This became evident when I reviewed two key 
introductory texts by Alessandra Lemma-Wright (1995, 2003). I found that unlike the 
CBT texts, these books did not list explicit skills that the therapist should have in 
order to engage a client. Instead, the books explained that the therapeutic relationship
 ^These terms are often used interchangeably in key texts. 
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was the ‘fulcrum’ of psychodynamic therapy and the main vehicle of change, and 
therefore essential when engaging a client in therapy.
The texts focussed on the key concepts of the transference relationship, the 
countertransference relationship and the ‘real’ relationship, which are summarised 
below: -
Transference
Lemma-Wright explains in her books that ‘transference’ is the patient’s feelings 
towards the therapist. These feeling can be positive (e.g. love) or negative (e.g. anger, 
hate) and often change according to the patient’s attachment to the therapist. 
Transference is seen as representing a past experience in the patient’s life that is 
recreated in the consulting room with the therapist rather than being consciously 
remembered (e.g. a patient may be angry with the therapist for going on holiday, as it 
is reminiscent of the feelings of abandonment they experienced as a child). The role 
o f the therapist is to then facilitate interpretation and working through of this 
transference to provide a better understanding of the patient’s personality and ways of 
relating to others. Clarkson (2003) describes transference itself as a phenomenon 
rather than a skill, but emphasises that the working through of the transference 
relationship (which does require developed skill on the part of the therapist) is one of 
the most powerful ways of changing human relationships and will keep the client
engaged in treatment.
C ountertransference
Countertransference is described as the feelings that the therapist experiences in
relation to the patient. This can be understood as either unconscious communications
from  the patient or as a result of the therapist’s own unresolved issues and
vulnerabilities (Lemma-Wright, 1995). 1 have recently experienced a strong
countertransference reaction during a focal psychodynamic therapy session on
placement, where the patient’s feelings of chaos and being overwhelmed by her
symptoms of depression were echoed in my feelings of the session being
overwhelming and fragmented. These feeling were probably also exacerbated by my 
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own anxieties of being a new trainee, but understanding and working through these 
reactions really helped me engage the client in the first session. Neither transference 
nor countertransference reactions are emphasised in CBT, but this does not mean that 
they do not exist, just that they are not attended to within this theoretical approach 
(Clarkson, 2003).
The ‘Real’ Relationship
Lemma-Wright describes the ‘real’ relationship (also known as the therapeutic 
alliance ) as being separate from the transference and countertransference 
relationship. This relationship is based on the contractual agreement and rapport 
established between the patient and therapist in order to engage the patient in therapy.
In one of her books, Lemma-Wright (1995) actually mentions that the ability to 
establish and maintain a good rapport depends on the therapist s skills. She does not 
define what these skills are, but 1 hazard a guess that she is probably referring to the 
ones similar to those highlighted in the CBT texts (i.e. empathy, being non- 
judgemental, listening etc.). 1 came to this conclusion because Clarkson (2003) states 
in her book that even though the ‘real’ relationship/therapeutic alliance was first 
encountered in psychodynamic theory, it is the basis of all therapeutic activities 
regardless of theoretical orientation, perhaps indicating that the therapist s skills 
needed to establish a ‘real’ relationship would be the same regardless of the approach 
used. If this is the case, then 1 tentatively propose that Lemma-Wright did not describe 
these skills in great detail in her books because she may have thought that they are so 
intrinsic (and perhaps obvious) when establishing a rapport and that it would be more 
useful for her to focus on the aspects that are more abstract and unique to 
psychodynamic therapy, such as transference and countertransference.
Reflecting on my experiences so far of working within a psychodynamic model on 
my first placement, 1 can fully appreciate how the therapeutic relationship is the main 
vehicle of change and how interpreting the transference and countertransference 
relationship has really helped me engage my clients (as described above). However, 
before 1 could do this 1 had to develop a ‘real’ relationship with these clients, as 1 did
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when I worked with patients within a CBT framework. To do this I relied on the same 
skills both times, which included being empathie, listening and reflecting back, being 
non-judgemental and creating a warm and trusting atmosphere.
Section Review
After reviewing the literature on the two approaches, 1 can see that there are some 
differences in what each model has to say about therapeutic engagement in general. 
The CBT texts explicitly listed the skills important when engaging the client in 
therapy, whereas the psychodynamic texts referred to the whole concept of the 
therapeutic relationship (i.e. transference, countertransference and ‘real’) as being the 
core of the psychodynamic process rather than specific skills. However, the CBT texts 
did recognise the importance of the therapeutic relationship when engaging clients, 
even if it is not the focus of the approach, and the therapeutic relationship emphasised 
in CBT is probably comparable to the ‘real’ relationship in psychodynamic 
approaches.
This type of relationship is referred to in many texts (e.g. Clarkson, 2003) as the 
‘therapeutic alliance’ and is proposed to be the basis of all therapeutic activities, 
regardless of the theoretical orientation. If the therapeutic alliance is the basis of 
therapeutic engagement in all approaches then perhaps it could be assumed that the 
skills needed to establish the alliance are also the same across approaches, providing 
support for the statement in the essay title. However, this view is based only on 
literature looking at CBT and psychodynamic approaches in general. In order to 
address the essay title fully, 1 will need to compare the therapeutic skills used by each 
model when engaging adult survivors of childhood sexual abuse. 1 have therefore 
examined research evidence in the next section on working with adult survivors of 
childhood sexual abuse to investigate whether or not the therapeutic skills needed to 
engage this population are the same vdthin both models.
Academic—Essay 1: Adult Mental Health
WORKING WITH ADULT SURVIVORS OF CHILDHOOD SEXUAL ABUSE
The literature 1 reviewed on both CBT and psychodynamic approaches to working 
with adult survivors of childhood sexual abuse, with particular reference to 
therapeutic engagement, is summarised below.
CBT Approaches to Working with Adult Survivors of Childhood Sexual Abuse
Several papers have documented the use of cognitive-behavioural approaches when 
working with adult survivors of childhood sexual abuse including cognitive 
restructuring to transform cognitive distortions resulting from the abuse (e.g. “1 was a 
bad child and deserved to be abused”), using imagery exercises to think of a safe 
place if feeling scared, relaxation techniques, and social skills and assertiveness 
training (e.g. Elmone & Lingg, 1996). These papers did not report on the efficacy of 
using CBT techniques when working with this population, nor did they mention the 
therapist-specific skills needed to engage clients within the CBT approach.
I also read two review articles that compared the outcome of different 
psychotherapeutic approaches when working with adult survivors of childhood sexual 
abuse. The first of these articles by Price et al. (2001) evaluated eight published 
outcome studies of individual psychotherapy earned out on this population. Jehu et al. 
(1986, as cited in Price et al., 2001) conducted a key study that explicitly investigated 
the efficacy of CBT when working with adult survivors of sexual abuse. The study 
involved examining the effectiveness of cognitive restructuring on 11 adult survivors. 
Treatment consisted of explaining the rationale behind the approach, identifying 
beliefs, recognising distortions and exploring alternative, more adaptive beliefs. 
Results of the study demonstrated significant improvement (both statistically and 
clinically) in levels of distorted beliefs and depressed mood. The second review paper 
published this year (Martsolf & Draucker, 2005) also cited Jehu et al.’s study, as well 
as two others that used cognitive-behavioural strategies. Chard et al. (1997, as cited in 
Martsolf & Draucker) tested the effectiveness of combined group and individual CBT 
in  a sample of 15 women with a history of childhood sexual abuse who were referred 
to  a community mental health centre. Participants showed significant improvement on 
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PTSD symptomatology and depression. The other study by Lubin et al. (1998, as cited 
in Martsolf & Draucker) also found significant improvement in several measures of 
PTSD and other psychiatric symptoms following a trauma-focused CBT group for 
women who had been victims of childhood sexual abuse.
Unfortunately, although these review articles clearly demonstrated the efficacy of 
CBT when working with adult survivors of childhood sexual abuse, neither paper 
considered the therapist’s skills when engaging adult survivors of sexual abuse. 
However, Martsolf & Draucker did recognise in their paper that future research in this 
area should explore therapist factors and the relationship between developing a sound 
therapeutic alliance and outcome.
I also thought it may be useful to look at current government guidelines to see if they 
have any specific advice on engaging adult survivors of childhood sexual abuse in 
clinical practice. Neither the Department of Health (DoH, 2001) document ‘Treatment 
Choice in Psychological Therapies and Counselling: Evidence Based Clinical Practice 
Guidelines’ nor any of the National Institute for Clinical Excellence (NICE) 
guidelines (2004/05) specifically looked at adult survivors of childhood sexual abuse. 
However, it became evident from most of the articles I read on working with adult 
survivors of childhood sexual abuse that the devastating impact of childhood sexual 
abuse can manifest in many disorders such as major depression, generalised anxiety, 
phobias, cognitive disorders, personality disorders, substance-related disorders and 
eating disorders (e.g. Price et al, 2004). The effects of childhood sexual abuse have 
also been conceptualised as resulting in Post Traumatic Stress Disorder (Elmone & 
Lingg, 1996; Herman, 1992). For this reason I examined the above guidelines on 
these disorders and they unanimously recommended CBT as the psychological 
treatment of choice. None of the guidelines mentioned the skills needed for 
therapeutic engagement specifically but they did highlight the importance of 
establishing a sound therapeutic relationship, regardless of the approach, on several 
occasions: -
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“Effectiveness of all types of therapy depends on the patient and therapist forming a good 
working relationship” (DoH, 2001, pp.9)
Psychodynamic Approaches to Working with Adult Survivors of Childhood 
Sexual Abuse
Unfortunately, there is a paucity of research examining psychodynamic approaches 
when working with adult survivors of childhood sexual abuse in general, let alone 
research that focuses specifically on therapeutic engagement using this model with 
this population. Neither of the two review articles (Price et al., 2001; Martsolf & 
Draucker, 2005) described in the previous section incorporated any studies using pure 
psychodynamic approaches. Lemma-Wright (1995) points out that psychodynamic 
therapy in general has been under-researched, partly due to psychoanalytic scepticism 
towards research but also because it has mainly been used in the private sector, where 
research is not a high priority.
I managed to find one paper (Price et al., 2004) that investigated the outcome of short­
term psychodynamic psychotherapy (STPP) on a naturalistic sample of child sexual 
abuse survivors who presented for treatment with a variety of psychiatric and 
interpersonal difficulties. At the end of treatment, the participants showed significant 
improvement on measures of symptomatic distress, level of fimctioning and dynamic 
personality variables. The authors proposed that STPP was beneficial for survivors of 
sexual abuse because of its focus on affect, increased insight and awareness, issues of 
self and the therapeutic relationship. In terms of the therapeutic relationship, they 
found that the survivors established and maintained a sound therapeutic alliance 
throughout the treatment process and that the quality of the therapeutic alliance was 
not significantly different from the control participants who had not been abused as 
children. These findings suggest that survivors can engage within a therapeutic 
relationship within a psychodynamic approach but unfortunately does not specify the 
therapeutic skills needed to do this.
The DoH (2001) and NICE guidelines (2004/05) mentioned earlier found that 
psychodynamic approaches could be effectively used with some of the disorders that
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adult survivors may present with including depression, PTSD, and anorexia nervosa, 
but did not receive nearly as much support as CBT. The DoH guidelines recognised 
that this is because good quality research has not yet been commissioned for 
psychodynamic therapy and stressed that the absence of evidence should not be 
equated with ineffectiveness of this type of therapy. As stated in the previous section, 
both guidelines recognised that the therapeutic relationship was essential in all 
treatments, including psychodynamic therapy, but did not specify the therapeutic 
skills needed to establish this relationship.
The therapeutic relationship mentioned in the context above refers to the ‘real’ 
relationship or therapeutic alliance described as being central to all therapeutic 
approaches. There is also reference to the transference and countertransference 
relationships that are unique to psychodynamic approaches in some texts on working 
with adult survivors of childhood sexual abuse. Judith Herman’s (1992) ‘Trauma and 
Recovery’ is one of these texts. She describes in some detail the impact of ‘traumatic 
transference’ by saying that the experience of childhood sexual abuse can really 
damage the survivor’s ability to enter into a trusting relationship, or alternatively can 
result in the patient idealising the therapist as an omnipotent rescuer, which will 
inevitably lead to disappointment and leave the survivor feeling helpless and 
abandoned once again. In particular, she describes how their way of relating to 
authority figures may be significantly maladaptive (as their abuser was someone in 
authority), and power imbalances that already exist in the relationship will be further 
exaggerated.
Herman goes on to describe ‘traumatic countertransference’ (or ‘vicarious 
traumatisation’) by stating that trauma is contagious and that the therapist may 
experience, to a lesser degree, the same terror, despair, and helplessness as the patient. 
These transference and countertransference reactions can interfere with the 
development of a good therapeutic alliance unless understood and managed, but can 
also be used productively to understand the patient’s past experiences and impact of 
the traumatic events. Herman also talks about the importance of creating a
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collaborative therapeutic contract with the patient to develop and strengthen the ‘real’ 
relationship or therapeutic alliance.
As with the general psychodynamic texts discussed earlier, Herman focuses on 
describing key psychodynamic concepts rather than stating the specific skills needed 
to engage adult survivors in therapy, apart from mentioning that the role of the 
therapist is to provide all of their resources, skills, knowledge and experience in 
helping the patient get better -  on both an intellectual (i.e. fostering insight) and 
relational (i.e. empathie connection) level. I should emphasise that even though 
Herman writes large parts of her book in a psychodynamic way, she does not 
advocate the sole use of a psychodynamic approach, and I think that the book is 
targeted for use when working with any adult survivors of childhood sexual abuse, 
regardless of the therapeutic approach used. Indeed, many issues that she raises are 
also pertinent in CBT approaches, such as dealing with the survivor’s problems of 
trusting people and power imbalances in the therapeutic relationship.
Section Review
None of the literature or research evidence I examined on either approach explicitly 
specified the therapeutic skills needed to engage adult survivors of childhood sexual 
abuse. However, the importance of the therapeutic relationship in engaging clients in 
therapy was emphasised on several occasions. Herman (1992) discussed the 
psychodynamic concepts of transference and countertransference but illustrated how 
awareness and management of these relationships are important when working with 
adult survivors in general, not just within a psychodynamic framework. The 
importance of the therapeutic relationship on the level of a sound therapeutic alliance 
(or ‘real’ relationship in psychodynamic terms) was also emphasised for both 
approaches. As mentioned before, the therapeutic alliance is thought to be the basis of 
all therapeutic activities, regardless of orientation, and therefore essential for 
therapeutic engagement (e.g. Clarkson, 2003).
I decided that the next stage of my research would be to find out from the literature
w hich  therapeutic skills are deem ed im portant when establishing the  therapeutic 
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alliance and whether they are also the same across approaches in order to address the 
essay question properly. As there appears to be no significant research looking 
specifically at the importance of the therapeutic alliance across approaches when 
working with adult survivors of childhood sexual abuse, I decided to extend my 
review to look at the importance of the therapeutic alliance in psychotherapy in 
general. As a result of the research that showed that there are no significant 
differences in the establishment or quality of the alliance between adult survivors and 
patients that have not been sexually abused as children (Price et al., 2004), I decided 
that I could apply the results fi*om the general literature on therapeutic alliance to 
working with adult survivors of childhood sexual abuse.
THERAPEUTIC ALLIANCE
The concept of therapeutic alliance^ first originated jfrom psychodynamic theory (the 
‘real’ relationship) but is now widely accepted as being the basis of all counselling 
and psychotherapeutic work, without which no therapy would be possible (Clarkson, 
2003). There are actually varying views of what constitutes a therapeutic alliance but 
broadly speaking it is “the emotional bond and mutual involvement between therapist 
and client” (Stiles et al., 1986, pp. 173).
There certainly is a wealth of research that shows that the therapeutic alliance is the 
single most important factor in effective psychotherapy across therapeutic approaches. 
For example, Horvath & Symonds (1991) conducted a meta-analysis on 24 studies 
that revealed a moderate but reliable association (i.e. effect size = 0.26) between good 
therapeutic alliance and positive therapeutic outcome, which did not appear to be a 
function of the type of therapeutic approach used. Martin et al. (2000) later replicated 
these finding in a review of 79 studies using meta-analytic procedures (effect size —
0.22) and proposed that the therapeutic alliance is therapeutic in and of itself, 
regardless of therapy-specific interventions.
 ^Many different terms are used in the literature instead of therapeutic alliance to describe the 
same concept. These include working alliance, helping alliance and therapeutic bond. 
Academic — Essay 1 : Adult Mental Health 15
Emphasis on the therapist’s contribution to the development of the therapeutic 
alliance originally focused on Roger’s (1951, as cited in Clarkson, 2003) three 
‘necessary and sufficient’ conditions of unconditional positive regard, empathy and 
non-possessive warmth and congruence. Even though Rogers was from the 
humanistic, client-centred approach, almost every other school of psychotherapy 
accepted these conditions as essential in the formation of the therapeutic alliance and 
therefore engaging the client in therapy (Clarkson). The focus on the therapist s 
contribution to the alliance has since appeared to be quite limited apart from a review 
by Ackerman & Hilsenroth (2003) that examined 25 studies looking at therapist 
variables that positively contribute to the therapeutic alliance. They found that 
personal skills such as flexibility, honesty, respect, being trustworthy, confidence, 
warmth and being open all contributed towards a positive therapeutic alliance, as well 
as techniques including exploration, reflection, accurate interpretation, facilitating 
expression of affect and attending to the patient’s experiences. The results also 
showed that there was little variation between theoretical orientations in terms of the 
therapist’s positive impact on the alliance.
Section Review
From the literature I examined, it is clearly evident that a positive therapeutic alliance 
is strongly related to outcome, and therefore engagement of the client in therapy, 
across all therapeutic modalities. There has also been general consensus across the 
different schools of psychotherapy that the core conditions of unconditional positive 
regard, empathy and warmth/congruence are essential in the formation of the alliance. 
Further evidence from Ackerman and Hilsenroth has also suggested that therapist 
factors that help form a positive alliance are the same across approaches.
CONCLUSIONS
I decided to explore the essay question in several stages. In the first stage I examined 
what both CBT and psychodynamic approaches had to say about the therapeutic skills 
needed to engage a client in therapy in general. The CBT texts I used identified 
explicit skills (e.g. empathy, being non-judgemental, positive regard, listening and 
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communication skills etc.) that were essential in developing a relationship with the 
client and presuppose the use of any CBT-specific skills.
The psychodynamic literature I read did not explicitly specify the skills needed to 
engage clients like the CBT texts, but instead focused on the therapeutic relationship 
being the core of the psychodynamic process and described in detail transference, 
countertransference and the ‘real’ relationship when engaging a client in therapy. 
Although there were clear differences between the CBT and psychodynamic 
approaches (e.g. the psychodynamic focus on transference and countertransference), 
there were also similarities in the importance they both placed on the therapeutic 
relationship in terms of the therapeutic alliance or ‘real’ relationship. I made the 
tentative proposal at this point that the skills specified in the CBT texts as being 
important in developing the alliance would be the same in the psychodynamic 
approach.
In the next stage, I examined the literature and research evidence on therapeutic 
engagement when working specifically with adult survivors of childhood sexual 
abuse. None of the research on either approach focused on the therapeutic skills 
needed to engage adult survivors in therapy but the importance of the therapeutic 
alliance was mentioned on several occasions. Future research should focus on the 
therapist-specific skills that are needed when working with this population.
Due to the emphasis on the importance of the therapeutic alliance when engaging and 
working with this population, I decided to examine some of the literature on the 
importance of the therapeutic alliance across therapeutic modalities in general. This 
was to see whether any reference was made in this literature to the therapeutic skills 
needed to form the alliance and therefore engage the client. I found a wealth of 
research showing that a positive therapeutic alliance is the best single predictor of 
successful outcome in therapy across all psychological approaches, and that the 
formation of this relationship is essential before any other therapeutic activity can take 
place. There was also some discussion of the therapist’s contribution to the formation 
of this alliance in the literature with general consensus across the different schools of
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psychotherapy that the core conditions of empathy, unconditional positive regard and 
warmth/congruence (Roger, 1951) are essential in establishing a sound therapeutic 
alliance and engaging the patient in therapy. Additional research provided further 
support that the therapist variables that contribute to the development of the alliance, 
and therefore therapeutic engagement, are the same regardless of theoretical 
orientation.
In examining the findings from each stage of my research for this essay and from 
reflecting on my own clinical experience, I am in support of the statement the 
therapeutic skills needed to engage a client in therapy are the same no matter which 
theoretical model the clinician works within”. There are indeed significant differences 
between therapeutic approaches but I do not think that differences exist on the basic 
level of engaging a client in therapy. I hope that I have made this evident in this essay 
by showing that both CBT and psychodynamic approaches value the importance of 
the therapeutic alliance when engaging the client and that the therapist s contribution 
to the formation of the alliance is the same across therapeutic modalities. In terms of 
my own clinical practice, this essay has confirmed some of my initial views that the 
basic, almost intuitive, therapeutic skills (e.g. empathy, positive regard, validation 
etc.) that I have used in the past to develop relationships with clients are important 
regardless of the model within which I am working.
I have to emphasise as my final comment, however, that although there may be no 
real differences in the basic therapeutic skills needed to engage clients in therapy 
across the different therapeutic modalities, there may be differences in the skills 
needed to engage each client at an individual level. The literature that I reported on 
the therapeutic alliance consistently emphasised the collaborative nature of the 
relationship and pointed out that client characteristics will have as much bearing on 
the therapeutic relationship and engagement as the therapist s skills. As highlighted 
earlier, adult survivors of childhood sexual abuse can present with a vast array of 
problems and they are certainly not a homogeneous population. The needs that each 
client has will be different from the next depending on their individual experiences. 
Other factors such as gender and ethnicity may also raise issues that impact on
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therapeutic engagement and I, as a therapist, need to be aware of these issues 
throughout my clinical work in the future.
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in t r o d u c t io n
decided to choose this particular essay question because I think it is important to 
reflect on the ethical issues supervisor face when working in multi-cultural societies 
not only to prepare me for a time when I become a supervisor post-qualification but 
also to provide me with knowledge that I can use to enrich my current experiences of 
supervision during training. Before exploring the specific ethical issues that 
supervisors face when working in multi-cultural societies, I thought that is would be 
important to answer some questions that will hopefully set the context for the rest of 
the essay. These questions comprise the first section of the essay and are as follows. -
1. What is meant by culture?
2. What is the purpose of supervision in clinical psychology?
3. In what ways can working in multi-cultural societies impact on supervision?
4. Why is it important to think about issues of culture and diversity in
supervision?
I will then focus on some of the ethical issues that supervisors face when working m 
multi-cultural societies. The ones I have chosen to discuss will include. -
•  Achieving a balance between openness to cultural diversity and challenging
views if considered to be harmful to professional practice
•  Being aware and understanding one’s own position in relation to issues such
as culture, diversity, equality and racism;
•  Being aware of issues of power in the supervisory relationship that may result
from cultural differences.
I w ill refer to both the literature and to some examples from my own clinical 
experience to highlight the points I make throughout the essay. I will also try to reflect 
on m y  own values, assumptions and biases, which are inherent to a topic such as this.
1 1 decided  to write in the first person so that I could reflect on both the content and process
invo lved  in writing this essay 
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Before I proceed, I think that it is important to give you as the reader a flavour of who 
I am so that you have some insight into my position on this subject. I am a White- 
British, heterosexual, able-bodied female aged in my late twenties. I would probably 
be classified as middle-class and if I had to identify with a religion I would say that I 
am Protestant. I am therefore fairly representative of many other clinical psychology 
trainees in the UK (Daiches, 2005) and could be described as being culturally in the 
‘majority’ in this country. However, I am probably quite different to many other 
trainees who might be perceived as coming fi'om a similar cultural background. For 
example, I come from a single-parent family, my maternal grandmother was Turkish 
and my paternal grandparents came from working-class mining family. I will refer to 
my own cultural identity again throughout the essay, such as when I talk about 
definitions of culture and the experiences of being both privileged and disadvantaged.
SECTION ONE: SOME QUESTIONS ANSWERED 
Question 1: What is meant by culture?
When I first started thinking about this essay, I assumed that ‘multi-cultural societies’ 
referred only to communities consisting of people firom diverse ethnic backgrounds. 
On reflection, I was not really thinking at this point and was just making assumptions, 
and I began to realise that ‘culture’ was much more complex than ethnicity when I 
started to do my research. When I described myself in the Introduction, I told you 
more than just my ethnicity, I told you my age, my gender, my sexual orientation and 
the historical context of where my grandparents were from. Garrett et al (2001) draw 
upon more than one definition of culture to provide a meaning that is more complex 
and inclusive than I originally comprehended; -
“Culture has been defined by P. B. Pederson (1994) as a pattern of 
assumptions that determines how we see the world (i.e. worldview) and is 
therefore, according to Deloria (1998), the expression of the essence of people. 
This ‘expression’ manifests as a result of the many characteristics -  race, 
ethnicity, gender, class, sexual orientation, age, religion, nationality, physical
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ability -  that make up who we are and contribute to the story of our life 
(Robinson & Howard-Hamilton, 2000)” (pi 51).
Garrett et a l  (2001) propose that culture is not a unidimensional, static concept, but 
one that comprises many characteristics and can change over time depending on new 
experiences and the way we view the world.
A large proportion of the research and policy documents that I am going to present 
throughout the essay do focus on multi-cultural issues relating to ‘race’^  and ethnicity 
only but I think that is important to bear in mind that the points they make also relate 
to other cultural characteristics, as highlighted in the definition above.
Question 2: What is the purpose of supervision in clinical psychology?
The Division of Clinical Psychology (DC?) Professional Practice Guidelines (DC?, 
1995) state that supervision should be organised for all levels and grades of 
psychologists to maintain quality of performance and develop skills in all aspects of 
their work. Despite this guideline, the profession of clinical psychology in the UK 
does not support any one definition or recommend a particular model of supervision, 
as they acknowledge that this will vary between psychologists at different points in 
their career (Fleming & Steen, 2004). One definition that has been commonly cited is 
Bernard & Goodyear’s (1992, as cited Fleming & Steen, 2004) who describe
supervision as being: -
“An intervention that is provided by a senior member of a profession to a 
junior member or members of that same profession. This relationship is 
evaluative, extends over time and has simultaneous purposes of enhancing the 
professional functioning of junior member(s), monitoring the quality of 
professional services offered to the clients that she, he or they see(s), and
2 1  put the word ‘race’ in inverted commas as some view the term as having negative 
connotations (e.g. Division o f Clinical Psychology, 1998)
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serving as a gatekeeper for those who are to enter the particular profession” 
(P2).
I generally agree with this definition but there are some exceptions to it for clinical 
psychologists practising in the UK, such as having the competency to be able to 
supervise other professions or being supervised by professionals from other 
disciplines (e.g. DCP, 2005).
Falvo & Parker (2000) discussed supervision of counsellors in America and 
emphasised that supervisees learn roles and attitudes through observation and their 
experience with their supervisors, including the endorsements of ethical values by 
supervisors. I think that this point also applies to the supervision of clinical 
psychologists in the UK, and the importance of ethics is the main focus of this essay.
Question 3: In what ways can working in multi cultural societies impact on 
supervision?
As Patel (2004) and Estrada et al. (2004) acknowledge, most models of supervision 
incorporated into professional practice are based on theories or therapeutic models 
that pay little systematic attention to cultural factors. Patel also emphasises that the 
cultural biases and ‘euro-centric’ values reflected in those models will be present in 
supervision when using these models. I have had personal experience of this when 
working within a psychodynamic framework with an African-Caribbean lady who 
presented to me with depression and anxiety following major heart surgery. Her 
mother had died when she was a baby and she denied feeling any sense of loss 
because her grandparents had brought her up, as was the norm in the Caribbean at this 
time. When I took this back to supervision, the cultural context the client had 
provided me with was downplayed and issues of resistance and defences were 
discussed instead. In retrospect, I wish I had spent more time thinking about issues of 
culture, both directly with the client and in supervision. This clearly shows that there 
needs to be more thought on how to facilitate exploration of cultural factors in 
supervision and to step outside the traditional models of supervision to think about
these factors.
27A cadem ic -  Essay 2: Professional Issues
There appears to a paucity of research attention on cultural issues in clinical 
psychology supervision in the UK but there is a larger pool of literature mainly 
focusing on the counselling profession in America. This literature has drawn a 
distinction between multi-cultural counselling and cross-cultural counselling (Brown 
& Landrum-Brown, 1995). They describe the former as being the “study and practice 
of supervision in and for different cultures” (p264) and the latter as the analysis of 
content, process and outcomes in supervision where there are cultural differences 
between at least two members of the client-counsellor-supervisor triad.
I have met the criteria to have both types of supervision in my career to date, as I have 
worked in and for multi-cultural societies and directly with both clients and 
supervisors who have been culturally different to me. As indicated above, discussion 
of cultural issues has largely been neglected during my experiences of supervision. I 
will explore possible reasons for this when I discuss the ethical problems that 
supervisors face when working in multi-cultural societies later in the essay.
Question 4: Why is it important to think about issues of culture and diversity in 
supervision?
To answer this question I will refer to some current guidelines and policy documents 
published by the DCP and Department of Health (DOH) that emphasise the need to 
address issues of cultural diversity during supervision and training. I will also present 
some research findings on the benefits of exploring cultural issues in supervision.
As I said earlier when discussing the definitions of culture, a large proportion of the 
policy documents and guidelines do emphasise issues of ‘race’ and ethnicity but it 
should be remembered that culture extends to many other characteristics beyond this 
(e.g. gender, sexual orientation, disability). The DOH has published documents on 
each of these areas besides ‘race’ and ethnicity but these cannot all be discussed in the 
scope of this essay and the main points that I hope to make should be relevant for all
aspects of culture.
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The DCP (1998) have published guidelines in relation to the provision of services for 
Black and Minority Ethnic people. They emphasise the importance of addressing the 
needs of people from cultural minorities, as they have been found to have problems 
accessing and being provided with the care that they need. The paper proposes that 
clinical psychologists should be well equipped to address issues relating to provision 
of services to people from diverse cultures because of their knowledge of 
psychological distress combined with knowledge of contextual socio-political factors 
that may impact on the psychological health of these people. There is also recognition 
that psychologists should be trained to acknowledge and address issues relating to the 
provision of accessible and appropriate services for Black and Minority Ethnic 
people, and this could be reflected upon in supervision.
The DOH (2005) also produced guidelines on “delivering race equality in mental 
health care that were based on a previous policy document (DOH, 2003) and in 
response to the Independent inquiry into the death of David Bennett, a 38-year-old 
African-Caribbean man who died after being restrained in a forensic medium secure 
unit. The guidelines proposed a five-year plan to improve services for people from 
minority backgrounds and three of the recommendations focus on ensuring that all 
staff who work in mental health care receive training on cultural awareness and 
sensitivity, including training to tackle overt and covert racism and institutional 
racism, and that this training is regularly updated. These guidelines illustrate the 
importance of training staff in cultural awareness and sensitivity to avoid a tragedy 
like the death of David Bennett, and this can be incorporated into our professional
supervision.
I believe that being aware of and discussing these issues in the supervision process is 
one way to break down barriers to the provision of good health care. As supervisors 
have the responsibility to develop their supervisee’s professional identity and provide 
them with training to be good practitioners, they need to be able to raise and guide 
analysis of culture and related issues as part of this process (Estrada et al, 2004).
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Research from the counselling literature in America has provided support that 
reflecting on cultural issues in supervision is predictive of what they refer to as multi­
cultural counselling competence’, meaning competence in working with people from 
different cultures (e.g. Constantine, 2001). Falvo and Parker (2000) emphasise the 
importance of supervisors being aware of the needs of students from other cultural 
backgrounds during the supervision process, as much as they do when working with 
clients. This is highlighted in a study by Cook & Helms (1988, as cited in 
Constantine, 2001) who examined the satisfaction of the supervision process of 
supervisees from ethnic minorities and found that satisfaction was related to their 
perceptions of their supervisors liking and positive feelings for them.
Fukuyama (1994) also showed the positive impact that addressing multi-cultural 
issues in supervision can have on supervisees in a qualitative study exploring the 
experiences of 18 former racial and ethnic minority psychology students in America. 
Participants felt that covering multicultural issues was a salient part of supervision 
and described positive experiences of supervision as including openness and support, 
culturally relevant supervision and involvement in multicultural activities.
The research just described has mostly been taken from the counselling literature in 
America and it could be argued that it may not be transferable to clinical psychology 
in  the UK (e.g. DCP, 2005). However, I think that their emphasis on the importance 
and benefits of exploring cultural issues in supervision is relevant in all health care 
settings and has been reflected in some of the literature written about this issues in the 
UK (e.g. Dennis, 1998). Despite this, research and my own experience has shown that 
cultural issues are often not explored in supervision and some of the reasons for this 
will be considered in the next session when discussing the ethical issues supervisors 
face when working in multi-cultural societies.
A cadem ic-Essay 2; Professional Issues 30
SECTION TWO: ETHICAL ISSUES FACED BY SUPERVISORS
As mentioned in the previous section, cultural issues are often not discussed in 
supervision despite the evident benefits. This may partly be because of ethical issues 
faced by supervisors that might affect them acknowledging and addressing culture in 
supervision and these are discussed below. The ethical issues I have chosen are ones 
that should be made open in the supervisory process and our practice in general, 
despite often being ignored.
Achieving a balance between openness to cultural diversity and challenging 
views if considered to be harmful to professional practice
I hope that my discussions so far have emphasised the importance of spending time in 
supervision reflecting on issues related culture. Indeed, the research from the 
counselling literature in America has shown that lack of cultural awareness by 
supervisors can result in supervisees from different cultures experiencing supervision 
as being negative (e.g. Fukuyama, 1994). Daniels et al (1999, as cited in Estrada et 
al, 2004) used a case study approach to reveal the types of problems that arise when 
cultural issues are not addressed in supervisory relationships, including a lack of 
awareness of different cultural values, different counselling goals that developed as a 
result of cultural difference and different expectations of supervision based on 
divergent backgrounds.
As I have said before, it is the responsibility of the supervisor to ensure that their 
supervisees have the appropriate knowledge, skills and attitudes to be competent 
practitioners (e.g. Falvo & Parker, 2000) and that this will include the appropriate 
discussion of cultural issues and respect of diversity. However, it should be 
acknowledged that the supervisor should strike a balance between accepting and 
celebrating their supervisees’ and clients’ difference and diversity but also ensuring 
their assumptions and values are challenged if they act as barriers to being competent 
clinicians. Estrada et a l (2004) makes an interesting point relating to this in terms of 
people’s understanding of the constructivist perspective that reality is shaped by the
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meanings individuals’ bring to their experiences (e.g. Gergen, 1999, as cited in 
Estrada et al, 2004). They propose that some people may misinterpret this as meaning 
that all cultural values are equally valid and might avoid challenging ones that are 
harmful, perhaps because they feel that they would show prejudice by doing so. They 
give the example in their paper of failing to explore with African-Americans the 
difference between ‘healthy cultural paranoia’ and ‘pathological mistrust’.
It is important for the supervisor to feel like they can challenge cultural values and 
assumptions when they feel that this is appropriate to ensure that their supervisees 
have adequate training, while at the same time be open to cultural diversity. I have 
one example of this from my own clinical experience following a discussion with the 
clinical team leader from a Child and Adolescent Service I worked at. She highlighted 
that there are times when she needs to facilitate discussion with her supervisees from 
different cultures when their values may negatively impact the needs of the clients. 
For example, she told me that some of the cultures her past trainees have been from 
have had different attitudes about women and they have offended female clients when 
treating them by the same standards. Similarly, some trainees had come from cultures 
where it is acceptable to show physical affection towards the children they see, but 
this is not the case in services in the UK. She had to be mindful of these issues and 
had the ethical obligation to make trainees become aware of how their different values 
and beliefs might negatively impact on the therapeutic relationship. This required 
attention in supervision where the issues could be explored in a culturally sensitive
way.
Supervisors being aware of and understanding tbeir own position
Garrett et al (2001) reflect that clinicians need to have more than just knowledge of 
cultural issues to be competent in their work within multi-cultural societies. They also 
need to develop self-understanding and exploration of their own position on these 
issues, which can be can be facilitated through appropriate training and supervision in 
cultural awareness. Before a supervisor can become involved in this process, they too 
need to examine their beliefs, values, knowledge and assumptions about culture and 
be able to reflect on their experiences with their supervisee. They need to be aware of
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their cultural identity, various racial or cultural identity models, specific cultural 
groups and nuances. The supervisor should talk about the impact of cultural issues on 
their own life and they should encourage the supervisee to have a discussion with 
them about how both their experiences will influence views, expectations and 
anxieties about the supervisory relationship. I believe that this is important regardless 
of whether their supervisee is from the same or different culture, as even if from 
similar cultural backgrounds issues of diversity will still surface, especially when their 
clients are from a different background. Garrett et a l propose that if supervisors are 
not aware of their own cultural biases then they may prejudge supervisees from a 
different cultural background and not give them the best supervision experience. 
There will also be no acknowledgement of how their cultural biases are inherent in the 
expectations they have of their supervisee, the therapeutic models they recommend or 
in the way they evaluate their supervisee’s competence, knowledge and learning 
styles. As a result they might view their supervisee as being incompetent and resistant 
(Patel, 2004).
Reluctance to reflect on cultural issues might be representative of a supervisor’s lack 
of knowledge on the issue, fear of appearing ignorant at best and racist at worse and 
unspoken tensions (Estrada et al, 2004). The literature (e.g. Estrada et al, 2004, 
Patel, 2004) refers to the use of a ‘colour-blind’ rationale by supervisors, where they 
claim that cultural differences are not an issue when working with people from 
different ethnic backgrounds. Patel posits that seeing people as colourless and 
cultureless in this way suggests that the impact of culture and related issues such as 
racism are not worthy of acknowledgment and reflection. Patel also describes the 
opposite of colour-blindness, where all problems in the supervisory relationship are 
attributed to the supervisee being from a different cultural background and they are 
responsible for change, and refers to this as ‘colour-consciousness . When this occurs, 
supervisees might be too worried to bring cultural issues to supervision in case they 
are seen as being overly preoccupied by their supervisor.
One article I found reflected some of the issues described above as three female 
clinical psychologists who identified themselves as Black gave accounts of their
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experiences of being from an ethnic minority whilst on training (Adetimole et al 
2004). All three were women agreed that issues relating to their diversity were not 
adequately addressed whilst on training. They felt that they had to conform to the 
‘whiteness’ on the course and could not celebrate their unique qualities, views and 
skills that could have enriched the experiences of their peers and course team 
members. They described their ‘difference’ as being assumed to equate with 
‘struggling for help’ or being a ‘cause for concern’ by some members of the course. 
Alternatively, they were excessively praised and given no criticism by some people 
who tried to overcompensate for their positioning of them, which they also found 
unhelpful. They began to feel disillusioned by the training course until a Black tutor 
encouraged them to find a space to reflect on their feelings of oppression, which 
helped them reengage with the course. This example should provide more support for 
the importance of making space to reflect on issues of culture and diversity. The 
psychologists reflected in their paper that very few supervisors explored these issues 
with them and how this impacted on their professional and personal development. 
Perhaps this was because their supervisors had not reflected on their own position in 
regards to cultural values, beliefs and expectations.
Issues of power in the supervisory relationship
There are many different concepts of power and it is beyond the scope of the essay to 
discuss these in any depth. Patel (2004) refers to a few in her discussion of power and 
culture in supervisory relationships and I will mention some of these throughout the 
next section.
The issue of power seems to be a given in the profession of clinical psychology (Patel,
2004). The Professional Practice Guidelines published by DCP (1995) emphasise
issues of power, including misuse of power and how this can be increased by cultural
prejudice. The guidelines also acknowledge that supervisors need to be aware of the
importance of power issues in their supervisory relationships. There is general
consensus in the literature (e.g. Garrett et al, 2001; Patel, 2004) that there will be a
power imbalance in any supervisory relationship, as the supervisor has the role of
being an evaluator. Estrada et al (2004) emphasise that supervisors need to 
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acknowledge their power to avoid it being misused, however umntentionally. They 
also need to make supervision feel safe so that the supervisees can share their fears 
and anxieties and be open about their mistakes. The supervisor and supervisee need to 
build a relationship based on honesty and trust so they can be more open.
Estrada et al. argue that power imbalances and the need to create a safe environment 
will be increased when the supervisee is culturally different, as power imbalances 
may already exist between people of majority and minority cultural backgrounds. 
Taylor (1994, as cited in Patel, 2004) provides a feminist view of power in the 
supervisory relationship and reflects that power imbalances as a result of cultural 
differences need to be addressed and a mutual and collaborative relationship needs to 
be established to optimise experiences of supervision and therapeutic work. Patel 
(2004) emphasises Taylor’s point that supervisory relationship should be 
collaborative rather than one party having more power than the other, and that 
responsibility and accountability should be shared.
The concepts of power that Patel (2004) reflects on all propose that power is not a 
unidimensional, static concept but one that is multi-faceted, dynamic and relational. 
Patel refers to Nelson’s (1997, as cited in Patel, 2004) concept of relational power to 
suggest that a supervisor can enable their supervisee to assume more power over time, 
as power is not a ‘commodity’ that one person has while another does not. Patel also 
refers to the theory proposed by Ryde (2000, as cited in Patel, 2004) that power 
manifests in different ways, such as ‘role power’, for example by virtue of being the 
supervisor, cultural power depending on the person’s cultural background and 
individual power dependent on a person’s personality. Patel reiterates that power is a 
complex phenomenon and people can experience privilege and disadvantage 
simultaneously. With reference to the description of myself in the Introduction, I have 
had experiences of being both powerful and powerless. For example, my White- 
British ethnicity means that I am in the majority in this country but the experience of 
being raised in a single-parent family has left me feeling disadvantaged at times and 
negatively judged by some people. Patel argues that due to the complex nature of 
power, time should be spent analysing it on all levels rather than just giving it token 
acknowledgement in supervision.
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In relation to Patel’s point that the supervisory relationship should be collaborative, 
she suggests that it is both the supervisor and supervisee’s responsibility to think 
about issues of power together and how they impact on the supervisory triad, and 
most importantly on the client. She also states that power issues should be discussed 
even if the supervisor and supervisee are from similar cultural backgrounds, as it 
should not be assumed they are similar on all variables and they need to explore how 
power affects the therapeutic relationship.
CONCLUSIONS
The main focus of this essay was to discuss the ethical issues that supervisors face 
when working in multi-cultural societies. Before doing this, I provided some context 
by answering four key questions. The first of these related to the definition of culture 
and I emphasised that this concept is complex, multi-dimensional and dynamic and 
extends to many more characteristics than just ‘race’ and ethnicity. I then summarised 
the different purposes of supervision in clinical psychology, highlighting that it is an 
evaluative relationship that should help develop the supervisee s knowledge and skill 
base and provide them with a space to reflect on their professional identity and 
personal development, including the endorsement of ethical values. The different 
ways that cultural issues impact on supervision were then identified, and this included 
a distinction being made between multicultural supervision and cross-cultural 
supervision. The former refers to the necessity to discuss cultural issues as a result of 
working with or for people from different cultural backgrounds and the latter refers to 
issues that need to be addressed when at least two people from the supervisor- 
supervisee-client triad are culturally different. I then reflected on the importance of 
addressing cultural issues in supervision and referred to policy documents and 
guidelines from the DCP (1998) and DOH (2003, 2005) that emphasise the 
importance of delivering equal services to people from cultural minorities and how 
this can be maximised through appropriate supervision and training. I also drew on 
research from the American counselling literature to show some of the benefits of 
acknowledging and exploring cultural issues in supervision.
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Once I had established the above, I turned my attention to the focus on three of the 
key ethical issues I believe supervisors face when working in multi-cultural societies. 
The first of these was an exploration of how supervisors can achieve a balance 
between being open to issues of cultural diversity in supervision and also being able 
to challenge them if they appeared harmful to the therapeutic process. I feel that this is 
particularly hard for supervisors because the current emphasis, as reflected throughout 
the essay, is on promoting a setting where cultural differences are celebrated and 
accepted and supervisors might be afraid that they will be perceived as ignorant or 
racist if they challenge someone else’s cultural views. The next ethical issue I 
reflected on was the expectation for supervisors to be aware of their own position in 
terms of culture. This includes analysis of their own cultural identity, being educated 
on different cultural practices and facilitating an environment where they can share 
their experiences with their supervisee and think about how this impacts on the 
supervisory relationship. Although I personally think reflexivity is essential to our 
practice, it may be difficult for some clinicians who have not been expected to reflect 
on such issues throughout their career. The final ethical issue I explored was that of 
power imbalances in the supervisory and therapeutic relationships. As with the 
definition of culture, power is a complex, multidimensional concept that can change 
over time and context and needs to be analysed in depth during supervision. This can 
be done by creating a safe environment and building up a trusting, open relationship. 
The responsibility of this lies with both the supervisor and supervisee to ensure that 
the relationship is collaborative to reduce power imbalances.
The clinical implications frrom this essay seem clear. The main one is that culture and 
related issues, such as diversity, power and racism should be explored and not 
neglected during the supervisory process when working in multi-cultural societies. All 
professionals need to develop an awareness and understanding of their own position 
in relation to cultural issues and this can be facilitated in supervision. It is important to 
ensure that a safe environment is created during supervision so that sensitive issues 
can openly be discussed. Unfortunately, there appears to be no set guidelines on how 
to address cultural issues in clinical psychology supervision in the UK and this could 
be an area for future research and service development. Supervisors can enhance their
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knowledge, awareness and understanding of cultural issues through training, talking 
to colleagues from different cultural backgrounds and immersing themselves in the 
literature, stories, music and communities of that culture (Estrada et al., 2004). 
However, I believe that supervisees should also immerse themselves in these activities 
so that they can help enrich the supervisory experience and their therapeutic work. I 
think that what I have really taken from writing this essay is that I do not have to wait 
until I become a supervisor to incorporate reflection of diversity and culture into my 
practice and that I am responsible for ensuring that these issues get the attention they 
deserve not only in supervision but throughout the whole of my personal and 
professional development.
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The Task
In the first week of the course, my colleagues and I were set our first assignment - a 
Problem Based Learning (PBL) task focusing on the ‘The Relationship to Change’. 
We were told that we would work on this task within in our Case Discussion Groups 
(CDG)' over the next six weeks, culminating in a presentation to the whole year 
group at the end. I felt overwhelmed when we were told about the task, partly because 
I had not expected a formal piece of work to be given to us so soon but also because 
the information we had been given about the task seemed so vague i.e. the title ‘The 
Relationship to Change’ and not much else.
These anxieties decreased as soon as I met with my CDG, as we immediately started 
to brainstorm what the concept ‘The Relationship to Change’ meant to us. Our 
discussion focused on the reflections we had of ourselves on the first day and we 
decided that we could explore how we change over the period of the PBL task. We 
established that we would base this on the reflections from our reflective journals, 
which the course team recommended we keep while we are training, as well as from 
the discussions we have in future CDGs. I felt that this meeting had gone well but I 
had held myself back a little to see how the others contributed to the group first.
We agreed that before meeting again we should think about what to specifically focus 
on in relation to our change over the next six weeks, both in terms of being based on 
theory and being applicable to our work as clinical psychologists. As I thought about 
this over the first week, I drew upon a reflection I had made about how my feelings of 
anxiety and uncertainty about starting the course had been contained by spending time 
with friends outside the course. From this I began to think about what factors could 
facilitate the process of change, such as having support, and thought that this could be 
a potential idea for the presentation, resulting in me feeling relief that I had something
to contribute to the next meeting.
Small groups consisting o f seven trainees and a facilitator from the course team 
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When the group met, it evolved that several of us had different ideas about what we 
could focus the task on. Everyone was very supportive of each other’s ideas, perhaps 
because no one felt comfortable enough to be otherwise, but because of this we ended 
up with no focus by the end of the group. I also remember not wanting to let go of my 
idea and perhaps the other members felt the same about their own. Our facilitator 
suggested that we look for research to support our proposals to help us confirm our 
focus. After several hours of exhausting literature searching, I became slightly 
anxious that I would not be able to find any theories to support my proposal. Just 
before I was about to give up, I found a paper by Prochaska et al. (1992) that 
identified a common set of change processes used to facilitate change across problem 
behaviours. I felt these processes could be extended to our own experiences of change 
on the course, as it included processes that I deemed personally relevant, such as 
‘helping relationships’ (i.e. the support I had from my friends).
I took this research back to the group and everyone agreed that it would be interestmg 
to reflect on which processes we would use over the first six weeks of the course to 
help facilitate our transition. We also decided to incorporate some of the other 
members’ ideas, including looking at the factors that inhibit change and how the 
process of our CDG changes over the next six weeks. The idea of looking at 
facilitators had been supported by a paper by Williams (1999) about the factors that 
inhibit the transition of changing careers (e.g. economic insecurity, lack of social 
support) and so was very relevant to our personal experiences of changing careers to 
be on the course. We felt that it would be important to reflect on our experience of 
these inhibitors over the next six weeks, especially in light of our reflections so far 
that lack of money and tiredness were making it harder for us to concentrate on the
course.
The idea to look at the how our CDG changes over the six weeks was supported by 
Tuckman’s (1965) classic ‘forming-storming-norming-performing’ model proposing 
that small groups develop through each of these four stages in consecutive order. I 
was fascinated to discover that our CDG had already gone through the first two 
stages. The ‘forming’ stage, characterised by orientation to and identification of
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interpersonal and task boundaries, seemed to have happened in our first meeting 
together when I had held back to see how the others would behave first. The 
‘storming stage’, characterised by conflict in opinions and establishing roles in the 
group, had occurred when we could not agree on a clear focus and it began to make 
sense why I found it so important to have my idea included in the presentation.
In the following two meetings we met on our own without the facilitator. In my 
reflections I described how the group had been working productively since we had 
established our focus for the presentation. We had set ourselves tasks for these 
sessions, including devising a questionnaire to give to the year group on the factors 
that had facilitated/inhibited their transition on the course and making a video on 
Tuckman’s stages of change to show as part of the presentation. I felt that everyone 
had an equal voice and contributed well at this stage in the process and we seemed to 
bond more at an interpersonal level. This stage in our CDG development seemed to 
m i r r o r  Tuckman’s third stage o f‘norming’, characterised by in-group cohesiveness.
In the fifth meeting, we were rejoined by our facilitator for the last time before the 
presentation two weeks later. We spent the session clarifying what we would mclude 
in the presentation. There was some debate over the structure of the presentation but I 
still felt we were being productive as a group. However, another member told me 
outside the group that they had felt the session had been unproductive and that we had 
reverted back to the ‘storming’ stage, possibly due to the change in dynamics because 
of the facilitator being present. This comment surprised me as I had thought we were 
still working well together as a group and that the facilitator had been a positive 
presence. As a result of this comment, I began to think that Tuckman’s model is not as 
linear as he proposed and perhaps groups move through the stages in a cyclical 
fashion, which is a viewpoint 1 found to be supported by Smith (2005) when I did a
later literature review.
Even if the group had reverted back to the ‘storming’ stage, we recovered in time for 
the presentation and seemed to have reached Tuckman’s final ‘performing stage, 
characterised by group energy being channelled into the task. I felt that our
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presentation managed to convey all of our Ideas In a variety of ways that really 
engaged our audience. The task and presentation also helped us bond as a group, 
which In retrospect has been crucial, as we have since used the group to discuss 
sensitive clinical case material, which requires a level of trust between members
Four Months On...Reflections in Light of Clinical Practice
As I result of being on clinical placement for four months since finishing the PBL 
task, I have several reflections on the content and process of the task that have been 
valuable to me as a clinician and these are discussed below; -
The process of change
All patients that I have seen throughout my clinical experience (pre and post being on 
the course) have wanted to change In some way (e.g. reduction of symptoms, increase 
In dally functioning). Despite this, I had never explicitly considered the process of 
change prior to the PBL task, I suppose that I assumed that It ‘just happened’. Now I 
realise that being aware of the processes that enable change and helping to facilitate 
them Is Important If I want to maximise change within my patients. Since being on 
placement I have observed some of Prochaska et a l 's (1992) change processes 
happening In my patients, which has made me understand them m context. For 
example, after working with one patient psychodynamlcally I have seen how powerful 
experiencing and expressing their emotions (dramatic relief) and assessing how they 
feel and think about themselves (self-reevaluation) can be.
Processes within groups
The PBL task really emphasised to me the Importance of reflecting on the process as 
well as content of any group. This Is Important In clinical practice In terms of working 
within both professional groups and with patients, both of which I will be doing later 
In my placement when I join a multi-dlsclpllnary team (MDT) and co-faclhtate a 
therapy group for patients with depression. Tuckman’s (1965) model provides a good 
starting point to think about the development of groups and part of his paper focuses 
specifically on the developmental stages In therapy groups. As mentioned before.
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there are some problems with the model to bear in mind such as it not acknowledging 
possible cyclical movement through the stages. Tuckman also does not focus much on 
the development of weU-established groups when a new member enters, as 1 will be
w hen I join the MDT.
P ow er of reflection
The task made me more aware of the power of reflection, as our work was based on 
our reflections of how we changed over the first six weeks of the course. Allowing 
m yself the space to reflect and writing in my reflective journal allowed me to work 
through the mixture of feelings I had about starting the course, which perhaps would 
have manifest in another, more negative way if I had ignored them. In my clinical 
w ork, I have found myself reflecting a great deal because of the nature of my 
psychodynamic placement. I have done this in supervision and through writing m- 
depth, verbatim process recordings and this has made me aware of issues in the 
session that I perhaps would not have noticed, such as key transference and 
countertransference relationships. The importance of being a reflective scientist- 
practitioner is currently at the forefront of clinical psychology, as illustrated in the 
special issue of Clinical Psychology (2003).
Issues of diversity
One defining moment of the group task was when another member told me that they 
had thought one meeting had been unproductive when I had thought it had gone well. 
This emphasised that not everyone will have the same experience of the same event 
because we are all different and made me aware that my patients will not necessanly 
share the same experiences of the therapeutic process as me. For example, I thought 
one session with my patient had gone well because they had addressed their feelings 
towards their family but I had to be sensitive to them feeling initially more depressed 
because they felt like they had betrayed their family.
T h e  ability to reject your own hypotheses
M y final reflection is related to  the one piece o f  constnictive criticism  w e received
a b o u t  our presentation, nam ely that w e had covered a lo t o f  m aterial and th a t this had 
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increased our workload. In retrospect it is clear that we included so much material 
because we were each keen to include our own ideas. As I mentioned earlier, I wanted 
my idea to be included in the presentation and was relieved when the group accepted 
it. However, I have since learned on placement that it is essential to let go of my ideas 
in light of new evidence and service user views and that collaboration is crucial for 
successful therapeutic work.
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Introduction
The following account focuses on my reflections of the Problem Based Learning 
(PBL) exercise carried out at the beginning of the second year of clinical psychology 
training. I have decided to divide the account into sections that cover the issues most 
personally relevant to me rather than following a chronological account of the task
itself.
Reunion of the Group
After a long break over the summer months, the Case Discussion Group (CDG) that I 
had been part of since the start of training reunited to begin our second year. Since we 
had last met there had been a significant change to the group structure, namely a new 
facilitator from the course team. We had known from the start of the course that our 
CDG facilitator would change each year and we all seemed pleased about who our 
new facilitator was going to be based on our own personal experiences of them from 
other aspects of the course. We seemed to adjust well to the presence of a new 
facilitator and the group felt cohesive, as it had done at the end of the first year.
The sense of cohesiveness might have been helped by having a new PBL exercise to 
focus on. The task seemed to take precedence and reflection on the change in group 
dynamics seemed to be forgotten or at least not raised as an issue that needed to be 
addressed at this point. The CDG might also have felt cohesive because we had 
established ourselves as a group over the first year and had developed both our roles 
and relationships with one another. We did not need to go through the initial ‘getting 
to know you’ stage as we had done at the start of the course and we all seemed to feel 
comfortable with each other. I had reflected during the first year how the CDG had 
proceeded through stages of group development similar to that outlined by Tuckman 
(1965) during completion of the first PBL. As we were then a new group that had not 
met before we needed to work through all four stages described by Tuckman, namely 
‘forming-storming-norming-performing’. This was not the case when we reformed in 
the second year and it felt almost as if we could almost pick up from where we left off 
and go straight to the ‘performing’ stage.
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The Task
The PBL task we had been given was based on a scenario describing a family where 
the children had been placed in foster care because they had been perceived by 
professionals to be at risk in the care of their parents. The background information 
upon which the scenario was based was not straightforward and comprised many 
themes, such as parenting and learning disabilities, domestic violence, the impact of 
being raised in care, child protection, risk assessment, the role and responsibility of 
clinical psychologists within a larger professional network and issues of diversity. It 
seemed clear that the scenario has been written to encourage us to reflect on some of 
the ethical issues and dilemmas that might face us as clinical psychologists. We 
agreed as a group that we had to be selective about which themes we wanted to be the 
focus o f our presentation. Although there were many different angles we could chose 
from, the task felt less vague than the one given to us in the first year and the 
immediate clinical implications to our current practice seemed more obvious, 
especially as the year group was about to embark on both learning disabilities and 
child placements.
We eventually agreed in the initial few meetings that we would focus on the ethical 
dilemma of whether it would be better for the children in the scenario to have been 
brought up by their parents with the support of their professional network or whether 
it would have been better for the children to have been raised in care. We found 
research outlining the advantages and disadvantages of both and decided to 
summarise this in our presentation.
The Importance of Acceptance
Much of the first session was spent thinking of an interesting and original way to 
present our arguments and many of the ideas that we brainstormed did not quite fit. 
Then, in only what I could describe as a flash of inspiration, I had a vision of us using 
the format of a television programme such as ‘Newsnighf or ‘Question Time’ where 
a panel of experts meet to give their views on a topical issue.
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I hesitated for a few moments before I fed back the idea to the group, as I remembered 
how at this stage in the first year everybody seemed to want to use their own idea and 
found it difficult to accept anything else. I was unsure whether this would happen 
again despite the seemingly cohesive feel to the group. However, when I did share my 
idea everyone embraced it and contributed with more ideas so that it evolved into 
something that could be owned by the whole group. This supported my reflection that 
the group had fast-forwarded to Tuckman’s final stage of ‘performing’ to get the task 
done and by-passed the other stages characterised by conflict and lack of cohesion.
Having my idea accepted by the rest of the group gave me a sense of achievement that 
left me feeling positive about myself and promoted my self-esteem. The experience 
reinforced a realisation in me that doing well and making contributions in my 
profession is an important need of mine. This reminded me of Maslow’s (1943, as 
cited in Sternberg, 1998) hierarchy of needs that I studied when doing A-Level 
Psychology. Maslow proposed that once people have satisfied needs at lower levels, 
such as physiological needs, they strive to fulfil higher level needs including esteem 
needs and self-actualisation (i.e. fulfilling our own potential). Perhaps it was these 
higher level needs that were being touched upon when I my ideas had been accepted 
by the group.
Challenging Negative Thoughts
The amount I contributed to the group was a concern of mine at the start of the PBL 
exercise, as it had been in the first year. There were times when I was concerned that I 
was not contributing enough but on other occasions I worried that I was putting my 
views across too much. The latter happened on one particular occasion when I came 
in late for a meeting due to other course commitments and felt out of the loop as a 
result. As I joined in the conversation I was worried that I was talking too much and 
perhaps had less right to because I was late. These thoughts were exaggerated when I 
perceived that the other members looked less interested in what I had to say and my 
gut reaction was that they had enough of listening to me and this made me experience 
anxiety and worry.
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Afterwards, I spoke to one of the other group members who I knew would be honest 
with me about whether these thoughts were actually shared by the other people in the 
group. She immediately reassured me that I had not talked too much and that my input 
to the group had been valued, especially as several members had been feeling unwell 
with flu-like symptoms. As she was telling me this it dawned on me that the anxiety 1 
had experienced after the session was entirely a result of the way I had interpreted the 
situation and that there was an alternative explanation to why the members appeared 
more "withdrawn. I thought about all the clients I have used Cognitive Behaviour 
Therapy (e.g. Beck, 1996) with and the many times I have explained the concept of 
negative automatic thoughts and the impact they have on feelings and it did not even 
occur to me at the time to tell myself this. I only challenged my thoughts with 
alternative evidence when someone helped me do this.
I reflected on how often I apply the methods I use in therapy to myself and how aware 
I am of my blind spots. I often worry about contributing too little or too much and 
what people might think of me as a result and I need to be aware of this, especially if 
it results in negative feelings such as anxiety. I also believe that it is important for me 
to develop an understanding of what early experiences and core beliefs such thoughts 
are rooted in. Being aware of your own vulnerabilities is emphasised in the 
psychodynamic concept of countertransference (e.g. Bateman and Holmes, 1995) and 
practitioners working within this model advocate that clinicians have their own 
analysis so that they are aware of how their own past can impact on their therapeutic 
work. This experience reinforced my desire to develop my self-awareness through my 
own therapy at some point regardless of which models I chose to work within.
Change in Motivation
After I was made aware of my negative thoughts and challenged them I began to relax 
more and look at the bigger picture of what was happening "within the group rather 
than internalising events. I soon realised that people might have seemed more 
disengaged in some meetings because there had been a distinct change in motivation 
in the CDG as a whole compared to the first year. Our colleagues in the year above
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and some of the course team members had warned us that the second year was 
characterised by ‘mid-training blues’ where less enthusiasm is present compared to 
the start of the course and there is an increasing realisation of the amount of work left 
to complete. I think that everyone in the group might have been experiencing this 
around the time of the PBL exercise, especially as we had just finished our year long 
adult mental health placement and had recently completed a series of other deadlines 
and felt exhausted as a result.
This change in motivation was not necessarily negative, as we still produced a good 
piece of work for which we received very positive feedback without having to over­
exert ourselves as we had done in the previous year. In the first year, we had 
individually carried out comprehensive literature reviews to support the ideas that we 
each wanted to use and as result were reluctant to give up. This time round we shared 
the literature review and this eased the amount of work we each had to do. We 
became less protective of our own ideas and evolved the plan of what we were going 
to do as a group. We had discovered that working together as a team in this way 
actually required less work and was a more economic use of our time considering all 
the other demands of training.
Upon recent reflection with another member of the group, we wondered whether the 
change in motivation was related to an acceptance that we did not have to be the best. 
In the first year we had put so much effort into every aspect of the presentation 
because we wanted to be the best and impress not only the course team members but 
also the rest of our year group. Our feedback from the first PBL exercise had actually 
reflected that although we had given an excellent presentation we had perhaps done 
too much work and that it might not be realistic to maintain this standard throughout 
the rest of training. I think we soon realised this as our workload increased after the 
initial induction period and by the time we entered our second year we physically 
could not have put in as much attention and effort into the PBL exercise as we had 
when we first started the course. To borrow a term from Winnicott (as cited in Johns,
2005), I think that we had accepted that we needed to be ‘good enough’ and not the 
best and that this is a lesson that we should apply throughout the rest of our career.
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Introduction
Throughout my training to become a clinical psychologist, I have participated in a 
Problem Based Learning (PBL) exercise each year. I have written a reflective account 
after each exercise and this is the third and final one. Each year I have completed the 
PBL exercise with the same small group of trainee clinical psychologists who form 
part of my Case Discussion Group (CDG). I hope that in addition to reflecting on this 
particular PBL exercise, my final account gives justice to the ways in which we have 
developed as a group over the three years.
Generating ideas: Emphasis on culture
The PBL exercise we were given at the start of the third year centred around a 
fictional family, the Khan’s. When writing this reflective account, I thought about 
providing a summary of the main issues that were facing this family as they appeared 
on the worksheet given by the course team. However, I struggled to decide on which 
of the points I should summarise to avoid repeating what had been written on the 
worksheet. Then I realised that this mirrored what I and the other CDG members 
faced when we were first given the task, specifically deciding upon which of the 
issues faced the Khan family should be addressed in our presentation. We agreed that 
there were several potential areas we could explore. These included issues 
surrounding differential diagnosis of depression and dementia in an older adult 
population, as the presentation of the father seemed complex and we reflected that his 
problems could be attributed to organic deficits or a grief reaction following the death 
o f his wife. We also thought about exploring the implications of working systemically 
"with a family such as the Khan’s, as each person involved in the scenario seemed to 
have their own position and a different story to tell. The other area we thought 
pertinent to this family were issues relating to culture, difference and diversity. This 
seemed important as it raised a dialogue between us about how we as clinical 
psychologists would respond to this family in light of our own cultural identities.
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Each group member articulated their own preferences at this stage and initially there 
was no general consensus. After several circular discussions we kept returning to the 
same issue - the impact of culture and diversity. We reflected that perhaps we should 
focus on cultural issues in relation to the family as this was an area that generated 
much discussion. We also felt that it was especially important to explore the impact of 
difference and diversity on our clinical practice.
The need for the mental health work force to reflect on such issues has been 
reinforced in recent times through government initiatives and policy documentation, 
such as ‘The Ten Shared Capabilities’ (Department of Health, 2004). There is also 
research evidence that illustrates that if therapists fail to acknowledge the impact of 
cultural differences then this can impact negatively on the therapeutic relationship. 
For example, one study (Gushue & Constantine (2007) discussed how some White- 
American clinical psychology trainees avoided acknowledging differences in ethnicity 
with their clients because they were concerned that this would be discriminatory. The 
authors instead posited that this ‘colour-blind’ attitude was actually a form of 
‘contemporary racism’ as would prevent the trainees from understanding their client’s 
position in a culturally sensitive way.
The process of reflection
After deciding that we wanted to focus on cultural issues, our next task was deciding 
on the format for our presentation. This had been most important decision in the 
previous two PBL exercise and we had prided ourselves on producing a spectacular 
performance for our course mates and staff team to watch. In the first year we had 
spent weeks making videos and writing scripts for a ‘game-show’ in which we 
dressed up in sparkly wigs and gave out prizes of sweets to the audience, resulting in 
a fun and upbeat presentation. The following year we decided to make our 
presentation a little more serious, as the presentation represented issues relating to the 
children of a mother with learning disabilities being placed into care. We felt that the 
jovial style we had used the year before would be inappropriate but still spent a lot of 
time and energy on the performance itself, resulting in a Panorama-style documentary 
with multimedia footage.
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As we had spent so much attention on the presentation style in the first two years, we 
felt in the initial planning stages that we had to at least match the standard for this 
presentation. We spent the first few meetings thinking up a concoction of ideas that 
might facilitate this, from doing another documentary style programme to hosting 
‘chat-show’ where we would debate the issues from each family member’s 
perspectives. We ran with each idea in turn until we came across the same stumbling 
block each time. How would we represent characters from a different culture? We 
each seemed to be reluctant to take on a role within the Khan family and instead 
volunteered ourselves to be a mental health professional from our own cultural 
background. We reflected in the group why we were hesitant to act out the characters 
from this scenario. I think we shared a similar view that we felt uncomfortable 
portraying someone from a different ethnicity as we did not want to make 
assumptions about the family’s way of life that was incorrect. We also wondered 
about how we would dress and talk during the presentation and felt that if we 
recreated these aspects, such as putting on an Asian accent, we might be perceived as 
making light of the issue or even worse racist. On the other hand, we thought that if 
we acted out the roles of the family in our own dress and voices then we would be too 
westernised and would not provide an accurate representation.
These views, even though they were our own and seemed quite strongly held, also 
puzzled us. We could not understand why we instinctually felt it was inappropriate to 
represent people from a different culture when in the previous year we had actually 
represented a woman with learning disabilities. We challenged our own thinking 
processes and questioned why the two were any different. We had made assumptions 
about how a woman with learning disabilities might feel when her children were 
taken into care so why could we not make assumptions about a family from a 
different ethnic background? We had portrayed the role of a woman with learning 
disabilities with the actor using their own voice and clothes so why could we not do 
this with the Khan family? We certainly had not given this subject as much thought 
last year and had never questioned that portraying someone with a learning disability 
might be perceived as insensitive and prejudiced.
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Culture means more than just ethnicity as illustrated by Robinson and Howard- 
Hamilton (2000);
“[culture] manifests as a result of the many characteristics -  race, ethnicity, 
gender, class, sexual orientation, age, religion, nationality, physical ability -  
that make up who we are and contribute to the story of our life” (pi 51).
We were worried that we could not accurately reflect the Khan family because they 
were from a different cultural background when in actual fact we had represented 
people from different cultural backgrounds in other presentations when the definition 
o f culture is taken to mean more than just ethnicity.
By giving ourselves the opportunity to reflect on why we were making certain 
decisions about the presentation gave us an insight into some of our own implicit 
assumptions about cultural diversity. This made us more aware and appreciative of 
the power of reflection and we decided that we wanted to communicate this 
throughout our presentation. Instead of addressing cultural issues through the eyes of 
the Khan family we decided that we wanted to share vdth the audience the issues we 
had come across and processed when preparing for this PBL exercise. From this 
realisation we all agreed on the format for our presentation -  simply to reflect on the 
discussions we had as a group about culture when preparing for the presentation and 
the impact of this on our role as clinical psychologists.
‘Being versus doing’
After deciding on the format of the presentation, we had moments of doubt about 
whether we had made the right choice. We were going to get up in front of the rest of 
the year group and staff team and talk about our own reflections. Just talk. No 
gimmicks, no game-shows, no sparkly wigs. This was a complete contrast to our first 
two PBL presentations and I think we were actually frightened that we had no props 
behind us. We were laying ourselves bare by talking about our own views without 
pretending they were someone else’s. We were reflecting on what culture meant to us
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in terms of our own cultural identities and where we come from and these disclosures 
could make us quite vulnerable. There were some differences of opinions within the 
group, as some people stood by this decision whereas others still kept thinking of 
different ways we could present our ideas, such as a comedy character hosting a chat- 
show. I fluctuated between the two and felt uncertain about what would be the best 
route to follow. At the time, these alternative ideas were framed as being more 
‘lively’, ‘fun’ and ‘engaging’ but on reflection I wonder whether they just felt safer 
because we would not have to show our real selves as much. The difference in 
opinion also resulted in some intense expression of emotions within the group, such as 
increased frustration and feeling tearful. We later reflected as a group that this level of 
emotion was usual for us as we had developed a close relationship over the three 
years and usually agreed on most issues. I now wonder whether the intensity of 
emotions might have been a result of the vulnerability we felt by exposing ourselves 
by just being us during the presentation.
We spent time reflecting on what was happening to us as a group when we were 
having such differences of opinion and indecisiveness about the presentation. Again, 
slowing down and allowing ourselves the opportunity to reflect on what was 
happening to us as a group provided us with some insight. We realised that in the first 
two years our focus had been on ‘doing’ and that we had solely preoccupied with 
producing an outstanding performance. This year the focus had been more on 
reflecting on the processes and decision-making involved in getting to the final 
presentation rather than the finished product itself. The focus this time was on ‘being 
rather than doing’ and we eventually realised that this was that this acceptable too. In 
fact this was more than acceptable, it was essential, and having this insight freed us to 
give a successful presentation where we could speak about our own values and 
assumptions in an honest and open way without having to dress them up.
I found a poignant quote when writing this account that sums up my experiences 
during this PBL exercise.
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“When clinical practice is a reflection of one's deepest values, one goes 
beyond doing therapy to being a therapist” (Hirschhom, 1999, pi 8).
I feel that our shift from ‘doing’ to ‘being’ by reflecting on our own values throughout 
the PBL exercise not only demonstrated our development as a group over the past 
three years but is also illustrative of how we have progressed as clinical psychologists. 
The most significant lesson I have learned from this exercise and the PBL approach in 
general over the past three years is the importance of being aware and reflecting on 
what we bring to our therapeutic and professional relationships in terms of our values, 
experiences and assumptions. As a result, I now value the importance of reflection 
more than I might have done without the PBL exercises and reflective accounts and 
will ensure that I prioritise time for this throughout my career as a clinical 
psychologist.
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CASE DISCUSSION GROUP PROCESS ACCOUNT SUMMARY 1
Throughout my three years of training, I attended a Case Discussion Group (CDG) 
that comprised a small group of trainees from my year group. Process accounts were 
written following the first two years of training and summaries of these are provided 
next. There were four main themes that emerged from my reflections on the CDG at 
the end of the first year and these are summarised below:
1. Reformation of the group
This refers to us reforming as a group following the initial Problem Based Learning 
exercise that we focused on during the first six weeks of the course. We had to go
through a process of re-negotiating our roles and identities within the group when the
focus changed from being task-orientated to being more reflective and less structured.
2. Initial structure of the group
This involved deciding as a group the function of the CDG. We initially agreed that 
we would focus on placement issues, as this seems to contain the anxieties we had as 
new trainees. Having a space to reflect on clinical and professional issues was 
invaluable and we all learned from each other’s experiences.
3. Experiences of Conflict
After the initial three months of the group, we reflected that we had lost our 
motivation and seemed ‘stuck in a rut’. We decided to change the focus of the 
sessions but this resulted in some conflict. I reflected that this was a result of 
reluctance to change from what is familiar and comfortable. Some of the suggestions 
for change required us to share our own personal experiences and this initially felt 
unsafe. Conflict was resolved when ground rules and boundaries were put in place to 
ensure that the group would be contained.
4. Applications of experiences to clinical work
The reflections finally focused on how experiences from the group could be applied to
clinical practice, such as understanding how professional teams might work and the
importance of a containing environment when disclosing personal information. 
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CASE DISCUSSION GROUP PROCESS ACCOUNT SUMMARY 2
The CDG process account written at the end of the second year of training reflected 
how the group had evolved since the first year. The main themes that emerged are 
summarised below.
1. Relationship to change
A different course team member facilitated the group during the second year. I 
reflected how this change was positive as the new facilitator brought a different range 
of knowledge and skills to the group. As a group we seemed much more adaptable to 
change than in the first year. I reflected that this was a result of the close relationships 
we had developed that allowed us to feel comfortable and cohesive even when a new 
person joined the group. We had also become more adaptable due to the nature of 
training, such as having to change placements every six months.
2. Impact of loss
At the start of the second year, one of the trainees left the group. This impacted on us 
we had bonded so well in the first year. I related the feelings associated with this loss 
to our own personal existence as well as the impact of loss experienced by the people 
we see clinically. I also discussed the factors that helped us cope and adjust to the loss 
as a group.
3. Lack of motivation and need for restoration
Part way through the year, we experienced a dip in motivation and this impacted on 
how productive we were as a group. We were initially critical of ourselves about this 
but then reflected that perhaps we needed a place for restoration in light of the other 
demands of the course at this point in training. We agreed that the group could serve 
this function and accepted that we did not need to be perfect, only ‘good enough’.
4. Learning from each other professionally and personally
As in the first year account, I reflected on how the group had facilitated my personal 
and professional development.
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Clinical 66
ADULT MENTAL HEALTH PLACEMENT
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ADULT MENTAL HEALTH PLACEMENT SUMMARY
During the year-long adult mental health placement, I gained experience within three 
different services including a specialist psychotherapy department, a primary care 
psychological therapies service located within a GP surgery and a Commumty Mental 
Health Service (CMHT). The wide range of clinical experience I gained from each 
service is outlined below.
Psychotherapy Department
I gained experience of using long-term psychodynamic psychotherapy with one client 
who had a longstanding history of depression. I saw this client weekly over the course 
of the year and received regular supervision from a Kleinian psychotherapist. I also 
had the opportunity to observe several assessments conducted by different 
psychotherapists.
Primary Care
I had the opportunity to be supervised using a time-limited psychodynamic approach 
during this part of the placement. I worked with four clients using this approach over 
a six-month period who presented mainly with mild depression and anxiety. I also co­
facilitated a group for people with depression who were referred to primary care using 
a Dialectical Behaviour Therapy model. I also developed a leaflet for service users 
about primary care services provided in the area and conducted a service related 
research project at the GP surgery.
Community Mental Health Team
The predominant model I used during this placement was Cognitive Behavioural 
Therapy (CBT). I saw six clients for assessment and/or intervention vrith a range of 
severe and enduring mental health problems, including psychosis, obsessive- 
compulsive disorder and Aspergers Syndrome.
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ADULT MENTAL HEALTH CASE REPORT SUMMARY 1
“Time-limited psychodynamic psychotherapy with a 57-year old woman 
presenting with depression and anxiety following major heart surgery.”
Referral of the problem: Ms Bennett was referred by her GP to the practice’s 
counselling service for help with mild depression and anxiety following sudden onset 
o f heart failure and subsequent major heart surgery. She had difficulties adjusting to 
the changes following surgery and had become frightened about her own mortality.
Assessment: The therapeutic model provided by the counselling service was time- 
limited psychodynamic psychotherapy. The assessment involved developing a 
formulation of core conflicts and Ms Bennett’s suitability to work 
psychodynamically. This involved eliciting information on past experiences, current 
problems and transference/ countertransference within the therapeutic relationship.
Formulation: The problems experienced by Ms Bennett were a result of losses, both 
past and present. The predominant conflict was the need to ‘come to terms’ with these 
losses versus a reluctance to acknowledge and express painful feelings.
Intervention: I saw Ms Bennett for six intervention sessions where the main focus 
was to provide her with a therapeutic space to explore and express the complex 
emotions she had been experiencing.
Outcome and evaluation: Due to the limited number of sessions, I was not able to 
explore some issues "with Ms Bennett. However, she had been able to acknowledge 
and express painful feelings and had started to share some of these with her family. 
She also described being less anxious and depressed as supported by outcome 
measures.
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ADULT MENTAL HEALTH CASE REPORT SUMMARY 2
“Cognitive behavioural therapy with a 32-year-old woman following an episode 
of bipolar affective disorder”
Referral of the problem: Miss Sinclair was referred for a psychology assessment 
within a Community Mental Health Team (CMHT) following discharge from an acute 
psychiatric ward.
Presenting Problems: Miss Sinclair had a longstanding histoiy of Bipolar Affective 
Disorder (BPAD). She had been admitted to hospital after displaying symptoms of a 
manic phase, although these were no longer present at time of referral.
Assessment: The focus of the assessment was to develop a collaborative formulation 
using a cognitive behavioural therapy (GET) framework. Information was gathered 
using techniques such as a life-cycle chart mapping the history of BPAD in addition 
to the standard clinical interview.
Formulation: The collaborative formulation was based on a diathesis-stress model of 
BPAD and a GET model reflecting the relationship between the presenting problems, 
early experiences, core beliefs and trigger situations. Protective factors were also 
emphasised.
Intervention: I saw Miss Sinclair for twelve intervention sessions. The focus of the 
sessions included providing psychoeducation on the GET model and BPAD; 
identifying and challenging negative automatic thoughts and core beliefs; activity 
scheduling and relapse prevention.
Outcome and evaluation: Miss Sinclair was able to implement all strategies focused 
on during the intervention and developed a good understanding of the problems and 
how to manage them. She showed improvement on mood rating scales administered, I 
reflected that the success of the intervention was due to the collaborative approach 
adopted.
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CHILDREN AND FAMILIES PLACEMENT
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CHILDREN AND FAMILIES PLACEMENT SUMMARY
Summary of Clinical Experience
During this six-month placement within a Child and Adolescent Mental Health 
Service (CAMHS) I developed a range of skills working with children and 
adolescents of different ages. I had the opportunity to use cognitive, behavioural and 
systemic techniques to help with a variety of presenting difficulties. These included 
depression, social anxiety, sleeping difficulties and challenging behaviour. Many of 
these difficulties were in response to problems in relationships with others, such as 
being bullied by peers and coping with strong emotions related to being adopted. In 
addition to direct interventions with children and adolescents themselves, 1 also 
worked indirectly with some parents, such as helping them to develop strategies to 
manage the difficulties faced by their children. 1 liaised with several schools as well, 
especially when the child’s difficulties were related to this aspect of their lives. 1 was 
involved in assessments conducted by the multi-disciplinary team including 
administering various neuropsychological tests as part of ADHD and autism 
assessments. This gave me invaluable experience of working with a wide range of 
professionals.
In  addition to the experiences described above, 1 also attended regular 
multidisciplinary team meetings where 1 had the opportunity to present and reflect on 
some of the cases 1 worked vdth.
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CHILDREN AND FAMILIES CASE REPORT SUMMARY 
“An indirect intervention for a two-year-old boy with trichotillomania.”
Referral of the problem: Ben was referred to the Child and Adolescent Mental 
Health Service (CAMHS) by his GP after presenting with behavioural problems.
Presenting problems: Ben’s mother Suzanne described him as being argumentative, 
destructive and demanding constant attention. He had been recently diagnosed with 
trichotillomania characterised by pulling and eating hair. Suzanne reported that the 
challenging behaviour and incidence of trichotillomania were exacerbated by Ben’s 
poor sleep routine
Assessment: I met both Ben and Suzanne during the assessment process. Ben’s 
difficulties were assessed using questionnaire measures and behaviour diaries 
completed by Suzanne in addition to a clinical interview.
Formulation: The formulation was based on a general framework incorporating 
predisposing factors (e.g. genetic vulnerability), maintaining factors (e.g. poor sleep 
routine), precipitating factors (e.g. lack of stimulation) and protective factors (e.g. 
family support).
Intervention: The intervention was based on a collaborative understanding of Ben’s 
problems and building on Suzanne’s confidence to manage them. This included 
developing strategies to improve Ben’s sleep routine and manage challenging 
behaviour. I also provided Suzanne with advice on coping vdth trichotillomania as 
suggested in the literature.
Outcome and evaluation: Suzanne reflected that her confidence as a parent had 
increased and she had been able to implement the strategies with success. I think that 
this was facilitated by not adopting an expert role as a therapist and helping Suzanne 
realise the strengths she already had as a parent.
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PEOPLE WITH LEARNING DISABILITIES PLACEMENT
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PEOPLE WITH LEARNING DISABILITIES PLACEMENT
SUMMARY
Summary of Clinical Experience
I was based within a Community Learning Disabilities Team during this placement 
and gained a wide range of experience. This involved both direct and indirect 
interventions. I worked with one client using a modified version of CBT for help with 
symptoms of anxiety and psychosis. I also co-facilitated an anxiety management 
group attended by three clients with mild learning disabilities. Most of my clinical 
contact involved indirect work with carers of people with learning disabilities, both 
family and residential staff. This largely involved extended assessments in response to 
a variety of referrals, including assessments for dementia, challenging behaviour and 
autism. I gained experience of using a Avide variety of assessment measures during 
this placement appropriate to the client group. I also worked closely Avith the mother 
o f one client to help her come to terms Avith her daughter being diagnosed with 
dementia and this involved creating a life-story book together.
In addition to the clinical experience outlined above, I was also involved in preparing 
and facilitating a half-day training course on engagement for staff at a residential 
home. I also helped evaluate a treatment group for people Avith moderate learning 
disabilities and this involved using a method (Talking Mats) that the clients would 
understand so that they could express their views. Finally, I worked closely Avith a 
range of professionals from both health and social care backgrounds.
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PEOPLE WITH LEARNING DISABILITIES CASE REPORT
SUMMARY
“An extended assessment of a 65-year old woman with a severe learning 
disability presenting with challenging behaviour.”
Referral of the problem: Sylvia was referred by her care manager following an 
escalation in frequency of challenging behaviour at her residential home.
Presenting problems: The staff at Sylvia’s residential home reported that she had a 
long-standing history of challenging behaviour but this had increased in frequency in 
the year preceding referral to psychology. This included verbal and physical 
aggression to staff and other residents and self-injurious behaviour.
Extended Assessment: I gathered information from a wide variety of sources 
including interviews with staff, questionnaire measures completed by staff, direct 
observations of Sylvia conducted at the residential home on a number of occasions 
and a review of historical case notes. I also gave staff behaviour monitoring forms to 
help identify antecedents and consequences of any challenging behaviour during the 
assessment process.
Extended Formulation: I developed a comprehensive formulation integrating all 
information gathered during the assessment. This included predisposing factors (e.g. 
attachment issues), antecedents (e.g. changes in medication, loss of mother), 
consequences (e.g. attention from staff reinforcing challenging behaviour) and 
Sylvia’s strengths (e.g. sociable).
Recommendations for Intervention: I shared this formulation with staff at the 
residential home along with recommendations for intervention. These included 
proactive strategies to help avoid incidents of challenging behaviour and reactive 
strategies to help staff manage if challenging behaviour did occur.
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Clinical-O lder People Placement
OLDER PEOPLE PLACEMENT SUMMARY
Summary of Clinical Experience
I was based within a Community Mental Health Team for Older People during this 
placement. I worked directly with four clients using predominately CBT. The range of 
difficulties included anxiety, depression, fear of falling and psychosis. I co-facilitated 
a  narrative therapy group for clients who attended the day hospital. I also conducted 
several neuropsychological assessments mainly for dementia.
In  addition to direct clinical work, I facilitated group supervision with staff at a 
residential home for older adults with chronic mental health problems. I attended 
regular psychology meetings both within the service and across the Trust. I 
contributed to service development, such as thinking of ways to manage risk issues. I 
also carried out several presentations to a variety of audiences including staff at the 
residential home and the multi-disciplinary team. I also had the opportunity to observe 
a variety of professionals in their roles.
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OLDER PEOPLE PLACEMENT CASE REPORT SUMMARY
“A neuropsychological assessment of a 52-year old man with B12 deficiency and
hypothyroidism.”
Referral of the problem: Mr Warden was referred by his GP to the memory clinic of 
a Community Mental Health Team for Older People following concerns that he might 
have early-onset dementia.
Presenting problems: Mr Warden had presented at his GP surgery with memory 
problems, fatigue and problems with motor-coordination. His wife reported that he 
would go into ‘stupors’ as if he were drunk characterised by slurred speech and loss 
of concentration. Mr Warden had physical health diagnoses of B12 deficiency and 
hypothyroidism.
Assessment: I administered a battery of neuropsychological tests on Mr Warden to 
assess general intelligence, information-processing speed, memory, visual object 
perception, verbal fluency and executive functioning. I provided a clear rationale for 
the use of each test based on a thorough review of the literature.
Outcome and Evaluation: Mr Warden’s performance on the neuropsychological 
tests did not reveal any significant impairment in the areas of cognitive functioning 
assessed. During the assessment process, Mr Warden had received new treatment for 
the B12 deficiency and hypothyroidism and as a result returned to his premorbid level 
of functioning and did not experience the symptoms described above. The other 
professionals involved in Mr Warden’s care had not acknowledged the impact of 
these medical problems and a key role of mine was to liaise with them to ensure that 
the medical treatment continued.
Clinical -  Older People Placement; Case Report Summary 79
ADVANCED COMPETENCIES PLACEMENT
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ADVANCED COMPETENCIES PLACEMENT SUMMARY
Summary of Clinical Experience
I chose to gain experience within an Assertive Outreach Team for the Advanced 
Competencies Placement. The team provided a service for people with severe and 
complex needs including personality disorder, psychosis, homelessness and repeated 
admissions to hospital. I worked directly with four clients during this placement and 
used a range of models during assessment, formulation and intervention. This 
included CBT for psychosis and anxiety, techniques from behavioural therapy to help 
someone become more socially integrated and psychodynamic principles to formulate 
issues that arose in the therapeutic relationship. I saw clients both in the commumty 
and on a minimum secure ward attached to the team. In addition, my supervisor and I 
provided several sessions to a father of one client offering education and support. 
Developing engagement skills with this client group was an integral part of the 
placement
I w as part an integrated multi-disciplinary team during the placement and frequent 
communication with other team members was central to working with the clients. 
This included liaising with team members involved in my clients’ care and attending 
handover meetings on a regular basis. I also had the opportunity to shadow other team 
members. In addition, I attended psychology meetings twice a month, including a 
specialist interest group on personality disorder.
In addition to the clinical work on placement, I also helped develop a database 
recording whether clients on the team caseload had received psychological assessment 
and/or intervention to help inform service development and delivery. I also attended a 
five day course on family work for psychosis.
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RESEARCH
Research
RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions J
2 Carrying out a structured literature search using information technology 
and literature search tools
J
3 Critically reviewing relevant literature and evaluating research methods J
4 Formulating specific research questions J
5 Writing brief research proposals 7
6 Writing detailed research proposals/protocols J
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly
J
8 Obtaining approval Jfiom a research ethics committee J
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research 7
11 Collecting data from research participants 7
12 Choosing appropriate design for research questions 7
13 Writing patient information and consent forms 7
14 Devising and administering questionnaires 7
15 Negotiating access to study participants in applied NHS settings 7
16 Setting up a data file 7
17 Conducting statistical data analysis using SPSS 7
18 Choosing appropriate statistical analyses 7
19 Preparing quantitative data for analysis 7
20 Choosing appropriate quantitative data analysis 7
21 Summarising results in figures and tables 7
22 Conducting semi-structured interviews 7
23 Transcribing and analysing interview data using qualitative methods 7
24 Choosing appropriate qualitative analyses 7
25 Interpreting results from quantitative and qualitative data analysis 7
26 Presenting research findings in a variety of contexts 7
27 Producing a written report on a research project 7
28 Defending own research decisions and analyses 7
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
7
30 Applying research findings to clinical practice 7
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Mental health in primary care: identification and management of 
mental health problems in an inner city GP practice.
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ABSTRACT
The current study investigated identification and management of mental health 
problems in an inner city GP practice. Of interest was the proportion of participants 
who presented with current/past mental health problems; the effect of demographic 
variables of the identification of mental health problems; the primary reason for visit 
to the practice (physical or mental health); action taken by GPs in response to mental 
health problems including referral to other services. Participants (n=180) were 
randomly selected firom all consultations during April 2006. Data was obtained from 
the practice’s electronic notes system (EMIS).
Sixty-six (36%) participants had either current and/or past mental health problems. 
There were no significant differences in gender, age and ethnicity of participants with 
and without mental health problems. There were some differences in the type of 
current mental health problem of participants who visited the practice primarily for 
physical as opposed to mental health problems (e.g. participants with stress-related 
problems were more likely to visit for physical health reasons). Twenty-four (77%) 
participants with current mental health problems were managed by the practice alone. 
GPs managed a variety of problems in line with the stepped care model approach to 
treatment. Referrals made to secondary care services in the past seemed to be more 
diverse than referrals to primary care but some participants had been referred to 
primary care for more complex diagnoses. The data collected emphasises the demand 
for mental health resources in the practice and can be used to help inform GPs when 
commissioning services within the practice.
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INTRODUCTION
Research has shown that nearly a third of GP consultations are related to patients 
presenting with mental health problems (Social Exclusion Unit, 2004) and that 91 
of people with such problems are treated entirely within primary care services (Hague 
& Cohen, 2005). One aim of the current study was to collect data on the proportion of 
people presenting at a GP practice with mental health problems to establish the 
demand for mental health resources in the service. This is of particular significance 
since the introduction of ‘practice-based commissioning where individual GP 
practices have become more responsible in deciding what services they should buy 
(Sainsbury Centre for Mental Health, SCMH, 2006). Data was also collected on the 
proportion of people with history of mental health problems.
As such a large proportion of people with mental health problems have been found to 
present at GP practices, the identification and management of such problems by GPs 
is o f  importance. This is emphasised in the National Service Framework (NSF) for 
Mental Health (Department of Health, 1999):
“Any service user who contacts their primary health care team with a common 
mental health problem should (a) have their mental health needs identified and 
assessed and (b) be offered effective treatments including referral to specialist 
services for further assessment treatment and care if they require it 
(Standard 2).”
SCMH (2002) report that correct identification of mental health problems can be 
influenced by several factors including age, gender, and ethnicity. The second aim of 
the study was to collect data on gender, age, and ethnicity of participants with mental 
health problems to investigate whether they differed from participants with none.
SCMH also stated that absence/presence of physical health problems can influence 
identification of mental health problems. The National Institute for Clinical 
Excellence (NICE) guidelines on depression (NICE, 2004) recommend that a person
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be screened for depression if they present with significant physical illness causing 
disability. The third aim of the study was to investigate whether there was a difference 
in type of mental health problems identified in participants who presented primarily 
for physical as opposed to mental health reasons.
The emphasis on providing effective treatments by GPs, including referral to 
specialist services, is of importance. The NICE guidelines for disorders such as 
depression and anxiety propose a ‘stepped care model’ approach to treatment, where 
the needs of patients are matched to most appropriate service, depending on the 
severity/complexity of problems. Appendix 1 provides an example of the stepped care 
model for use in depression (NICE, 2004). The fourth aim of the study was to 
establish the action taken by GPs in response to mental health problems to see if it 
corresponds with the stepped care model approach.
The Social Exclusion Unit (2004) reports that up to 28% of these referrals fi:om 
primary care to specialist services are inappropriate. The Trust within which the study 
was carried out has explicit criteria for referral to both primary (South West London 
and St George’s NHS Trust, 2006) and secondary care services (Perkins, 2003). The 
criteria recommend that referral be made to secondary care when a patient’s mental 
health problems, because of seriousness or complexity, cannot effectively be treated 
in primary care. Appendices 2 and 3 provide more detail on the Trust s referral 
criteria to psychological therapies in primary care (i.e. practice counselling service) 
and secondary care (i.e. Community Mental Health Teams) respectively. The final 
aim of the study was to investigate the type of mental health problem that participants 
referred to primary and secondary mental health service had to see if they were in 
accordance with the referral criteria.
Several hypotheses for the study were generated based on previous literature and 
related to each aim already mentioned: -
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1. The proportion of participants presenting at the practice with mental health 
problems (current and/or history) will be similar to that cited in the research 
(i.e. one-third).
2. There will be a difference in the gender, age and ethnicity of participants with 
mental health problems compared to those who have none.
3. There will be a difference in types of mental health problems identified for 
participants who present primarily with physical health problems as opposed 
to mental health problems.
4. The action taken by GPs will be in line with the stepped care model and will 
differ according to type of mental health problem.
5. There will be a difference in referral to primary and secondary care services 
according to type of mental health problem.
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METHOD
Service
Data was collected on participants who attended an inner-city GP practice during 
April 2006. During that time, eleven GPs were working within the service and 
between them they saw 1160 adult patients. Due to time limitations, data was 
collected on six GPs only. These GPs were randomly selected using random number 
tables (Coolican, 2004). All six GPs were working in the practice full-time. Four were 
female and two were male.
Participants
Again due to time limitations, data was collected on 30 participants seen by each of 
the six GPs (n=180). These participants were randomly selected for each GP using 
Coolican’s random number tables. All participants were adults (aged 18+ years). Data 
on participant demographics are presented in the Results section, as this mformation 
relates to the hypotheses.
Apparatus
Data was obtained from the practice’s electronic notes system (EMIS) accessed on the 
computer network. As well as demographic data (gender, age and ethnicity), EMIS 
contains notes entered by each GP after every consultation, as well as a summary for 
each patient of their medical history (including mental health history).
Procedure
After obtaining permission and advice from the service, data was collected from 
EMIS on the 180 participants randomly selected during April 2006. The variables that 
data was collected on to support/refute the hypotheses are: -
1. Patient demographics -  gender, age and ethnicity;
2. Evidence of current and/or history of mental health problems;
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3. Type of current/past mental health problems;
4. Primary reason for current visit to GP -  for physical or mental health reasons;
5. Action taken by GP in response to current mental health problems;
6. Type of services participants had been referred to for both current and past 
mental health problems.
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RESULTS
The results have been presented separately according to each hypothesis stated in the 
Introduction.
Hypothesis 1: The proportion of participants presenting at the practice with 
mental health problems (current and/or history) will be similar to that cited in 
the research (i.e. one-third).
Of the 180 participants that data was collected on, 31 (17%) presented at the practice 
with current mental health problems during April 2006. A further 35 (19%) 
participants from the whole sample had a history of mental health problems. Of the 31 
participants with current mental health problems, 25 (81%) also had a history of past 
mental health problems. The remaining 114 (63%) participants had neither current 
nor a history of mental health problems.
Hypothesis 2: There will be a difference in the gender, age and ethnicity of 
participants with mental health problems compared to those who have none
Table 1 presents data on the gender, age and ethnicity of both participants with mental 
health problems (current and/or history) and those with none. As nominal data was 
collected, a Pearson’s chi-square analysis was conducted to see if there was a 
difference between these two groups for each variable. The categories for ethnicity 
were collapsed into two larger categories (White-British and Other) to ensure that the 
assumption of minimum cell frequency was not violated. Data on ethmcity was also 
unrecorded for 15 (83%) participants and they were not included in the analysis. As 
can be seen from the results, there were no significant differences in gender, age and 
ethnicity between the two groups.
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Hypothesis 3: There will be a difference in types of mental health problems 
identified for participants who present primarily with physical health problems 
as opposed to mental health problems.
Eleven (36%) participants identified as having current mental health problems visited 
the practice primarily for physical health reasons, with their mental health problems 
only being recognised as a result. The remaining 20 (65%) participants visited the 
practice primarily for help with mental health problems.
Table 1 Pearson’s chi-square analyses of differences between participants 
with and without mental heath problems on gender, age and 
ethnicity (n=180)
Mental health 
problems
No mental
health
problems
Total Chi-square
Results
Gender
(n==180)
Male
Female
21 (32%) 
45 (68%)
38 (33%) 
76 (67%)
59 (33%) 
121 (67%)
%2 = 0.44, df=l, 
p — 0.835
Total 66 (37%) 114 (63%) 180 (100%)
Age (in years) 
(n=180)
18-25
26-35
36-45
46-55
56-65
66+
8 (12%) 
16 (24%) 
15 (23%) 
13 (20%) 
9 14%)
5 (8%)
14 (12%) 
42 (37%) 
16 (14%) 
12(11%) 
13(11%) 
17(15%)
22 (12%) 
58 (32%) 
31 (17%) 
25 (14%) 
22 (12%) 
22 (12%)
%2 = 8.436, df=5, 
j[7< 0.134
Total 66 (37%) 114 (63%) 180 (100%)
Ethnicity
(n=165)
White-British
Other
28 (48%) 
30 (52%)
63 (59%) 
44 (41%)
91 (55%) 
74 (45%)
%2 = 1.769, df^l, 
Z7< 0.191
Total 58 (35%) 107 (65%) 165 (100%)
Graph 1 illustrates the difference in type of mental health problems depending upon 
whether participants visited the practice primarily for physical or mental health 
reasons. The majority of participants with stress-related problems visited primarily for
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physical reasons. There appeared to be no difference in the primary reason for visit 
for participants with anxiety. More participants with most other mental health 
problems visited primarily for mental health than physical reasons. Statistical analysis 
was not conducted as there were too few participants with each type of mental health 
problem to meet the assumptions of chi-square and data would become meaningless if 
these problems were collapsed into broader categories.
Graph 1 Primary reason for visit and type of mental health problem (n=31)
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Hypothesis 4: The action taken by GPs will be in line with the stepped care 
model and will differ according to type of mental health problem.
Responses to current mental health problems were made by the GP for 21 (68%) 
participants. Multiple responses were made for 7 (33%) of these participants. The 
type of responses are summarised in Table 2. The majority of participants (24, 77%) 
were managed by the practice alone and 7 (23%) participants required involvement 
by other services.
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Table 2 Type of response made in relation to current mental health problems 
(n=31)
Type of Response Number (%) Participants
No response 10 (32%)
Medication prescribed 10 (32%)
Monitoring/review arranged with GP 8 (26%)
Advice/support given by GP 8 (26%)
Existing involvement with other mental 5 (16%)
health services
Referral on to other mental health services 2 (6%)
Physical health referral 2(6%)
The relationship between type of mental health problem and whether participants 
were managed by the GP alone or other services were involved is illustrated in Graph
2. Results show that GPs manage a variety of mental health problems alone, notably 
stress-related problems, depression (and symptoms of), substance misuse, anxiety and 
mental health reviews. Other services were more likely to be involved with 
participants presenting with anxiety, substance misuse, diagnosis of depression and 
auditory hallucinations. A large proportion of participants with stress-related required 
no further action. Statistical analysis was again not conducted, as there were too few 
participants with each type of mental health problem.
Hypothesis 5: There will be a difference in referral to primary and secondary 
care services according to type of mental health problem.
Two (6%) participants with current mental health problems were referred on to other 
mental health services. One participant was referred to the practice counsellor after 
presenting for a mental health review following a long history of depression. The 
other participant was referred to a Community Mental Health Team (CMHT) for help 
with auditory hallucinations.
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Graph 2 Type of response according to mental health problem (n=31)
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Due to the small number of referrals made for participants with current mental health 
problems, data was also examined on past referrals made for all participants with a 
history of mental health problems (n=60). Of these participants, 29 (48%) had been 
referred to other mental health services in the past, 8 (28%) of whom had multiple 
referrals. The type of services that these participants had been referred to in the past is 
presented in Table 3. The most common service that participants had been referred to 
in the past was the practice counselling service and CMHTs (16, 55% each).
Table 3 Type of services that participants with a history of referral have been 
referred to in the past (n=29)
Type of Service Number (%) Participants
Practice counsellor 16 (55%)
CMHT 16 (55%)
Psychotherapy 3 (10%)
Psychology services 2(7%)
Substance misuse services 2 (7%)
Couples therapy 1 (3%)
Employment advisor 1 (3%)
Dietician 1(3%)
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The history of mental health problems' experienced by participants that had been 
referred to primary and secondary mental health care services is illustrated in Graph 3. 
Participants had been referred to both primary and secondary services for some of the 
same problems (e.g. mood, anxiety and substance-related problems). The range of 
problems that resulted in referral to secondary care seemed to be more diverse than 
those requiring referral to primary care. However, it should be noted that one 
participant each was referred to primary care for borderline personality disorder and 
bipolar affective disorder. Statistical analysis was again not conducted, as there were 
too few participants with each type of mental health problem.
Graph 3 Number of participants referred to primary and secondary care in past with each 
type of mental health problem (n=29)
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■ Type o f  mental health problems has been collapsed into broader categories. See Appendix 4 
for a list o f problems that fall within each category.
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DISCUSSION
Each hypothesis will be discussed in turn, reflecting on how data compares with 
previous literature, implications for the service and directions for future research. 
Limitations of the present study will also be discussed.
Hypothesis 1: The proportion of participants presenting at the practice with 
mental health problems (current and/or history) will be similar to that cited in 
the research (i.e. one-third).
The proportion of participants presenting with current mental health problems (31, 
17%) did not reach the one-third cited by the Social Exclusion Unit (2004). However, 
an additional 35 (19%) participants had a history of mental problems meaning that ;
over one-third (66, 36%) presented with either current and/or past mental health |  
problems. It should be emphasised that only a small sample of participants were 
selected from all people seen in April 2006 (i.e. 180 participants were selected from 
1160 people). The proportion of participants with current mental health problems 
might have been larger if everyone had been included in the study. It should also be 
noted that the extent of participant’s mental health problems might not have been 
fully recorded in their medical records due to issues of confidentiality. Despite this, 
the data collected still shows a demand for mental health resources in the service and 
this should be taken into account by the practice when commissioning services.
Hypothesis 2: There will be a difference in the gender, age and ethnicity of 
participants with mental health problems compared to those who have none
Analysis showed that there were no significant differences in the gender, age and 
ethnicity of participants who had mental health problems and those who did not. This 
would indicate that access to primary care and identification of mental health 
problems by GPs is not influenced by these variables. These results are positive, as 
previous research has shown that some people have difficulties accessing services
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with mental health problems due to factors such as ethnicity (e.g. Department of 
Health, 2005).
Hypothesis 3: There will be a difference in types of mental health problems 
identified for participants who present primarily with physical health problems 
as opposed to mental health problems.
One of the most striking results was that the majority of participants with stress- 
related problems 6 (75%) visited the practice primarily for physical health problems. 
This may be because stress manifests itself in physical symptoms or because physical 
health problems can lead to people experiencing stress-related symptoms. This could 
be an interesting area for future research. The data also supports the recommendation 
in the NICE (2004) guidelines for depression that people with physical health 
problems should be screened for depression, as two people with depressive 
symptomatology also presented primarily for physical health reasons. This is useful 
information for the practice to be aware of when seeing people with significant 
physical health problems.
Hypothesis 4: The action taken by GPs will be in line with the stepped care 
model and will differ according to type of mental health problem.
The majority of participants with current mental health problems (24, 77%) were 
managed by the practice alone. This is less than the figure (91%) cited by Hague and 
Cohen (2005) but still emphasises the large amount of resources that people with 
mental health problems require within the practice. The type of responses made by the 
GPs seem to be in line with those recommended in the NICE guidelines, such as 
monitoring/review (i.e. watchful waiting) and prescribing medication. The results 
showed that GPs managed participants presenting with a wide range of mental health 
problems (e.g. depression, anxiety, substance misuse). Participants that required 
contact with other services had a similar range of problems but also included 
symptoms of psychosis. Future research could explore whether the latter group of
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participants had more severe and complex presentation, as this was beyond the scope 
of the cunent study.
Hypothesis 5: There will be a difference in referral to primary and secondary 
care services according to type of mental health problem.
Two (6%) participants with current mental health problems were referred to other 
mental health services. One was referred to the practice counsellor for depression and 
the other was referred to a Community Mental Health Teams (CMHT) for symptoms 
of psychosis (i.e. auditory hallucinations). These referrals seemed to be in line with 
the criteria set out by the Trust (see Appendix 2 and 3).
Data on referrals made for participants with past mental health problems showed that 
the same proportion of participants had been referred to the primary care counselling 
service and to CMHTs (16, 55%). The type of mental health problems of participants 
referred to primary and secondary services were similar in some respects but referrals 
to secondary care seemed to have more diverse problems, perhaps indicating the 
complexity of problems referred by CMHTs. However, one participant each was 
referred to primary care with personality disorder and bipolar affective disorder, 
which according to the Trust’s criteria seem to be diagnoses more suited to secondary 
care. Future research could investigate the nature of inappropriate referrals to primary 
and secondary care.
The results of the project are going to be fed-back to the service before the end of 
placement in September 2006. The project is also going to be presented to members 
of the primary care psychology team in the Trust. Evidence of this will be submitted
in the final portfolio.
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APPENDIX 1
Stepped Care Model Approach to Depression (NICE, 2004)
Step 1 -  Recognition/assessment in primary care
Step 5 -  Inpatient care, crisis teams - risk to life and 
severe self-neglect
Step 3 -  Treatment for moderate/severe depression 
in primary care (e.g. medication, psychological 
interventions)
Step 2 -  Treatment for mild depression in primary 
care (e.g. watchful waiting, guided self-help, exercise, 
brief psychological interventions
Step 4 -  Involvement of specialist mental health 
services -  for treatment resistant, recurrent, atypical 
and psychotic depression and those most at risk
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APPENDIX 2
Psychological Therapies in Primary Care -  Guidelines on ‘appropriate referrals’ 
(for Trust in which study was conducted, 2006)
The service is designed to offer assessment, advice, guidance, counselling or 
psychological therapy to patients presenting with emotional or psychological problem 
in the primary care setting, who are not so seriously mentally unwell as to need 
specialist services.
The treatment focus for psychological therapy is upon the following conditions:
• Anxiety disorders of mild and moderate severity
• Mood disorders of mild and moderate severity
• Other neurotic disorders (e.g. stress disorders, mild forms of eating problems)
• Adjustment disorders (e.g. life crises, chronic stresses)
The following conditions are better referred to the CMHT -  severe anxiety disorders, 
severe mood disorders, psychotic illnesses, moderate to severe personality disorders, 
neuropsychiatrie conditions and severe neuroses.
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APPENDIX 3
Community Mental Health Team Operational Policy (for Trust in which study 
was conducted, 2003)
There is a focus on people with more serious mental health problems, many of 
whom have a range of social difficulties
Providing longer-term treatment and support for people with more serious and 
enduring mental health problems
Providing treatment and support for those people with time-limited disorders 
of a degree of complexity that requires specialist mental health care 
Giving advice on management of mental health problems to other 
professionals, especially primary care
Research: Service Related Research Project 105
APPENDIX 4
Type of Mental Health Problem within each Broad Category
Mood
Depression
Bipolar affective disorder
Mania
Hypomania
Anxiety
Generalised anxiety 
Phobias
Post-traumatic stress disorder
Personality
Borderline personality disorder
Degenerative
Parkinson’s disease
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QUALITATIVE RESEARCH PROJECT ABSTRACT
Title:
Dr Stereotype?: An interpretive phenomenological analysis of a group’s views of 
therapists and psychologists in film.
Aim:
The aim of this currept study was to examine people’s perceptions and thinking about 
psychologists in films, particularly whether they viewed psychologists as being 
stereotyped.
Method:
Participants:
Five participants (2 male, 3 female, aged between 20-32 years) took part in a focus 
group. Selection criteria: participants were non-psychologists and had not studied 
psychology at degree level.
Focus Group:
The five participants met together with two facilitators to talk about their experience 
of psychologists in film, within a private, distraction-free room at the university. The 
focus group aimed to elicit the subjective experience of the participants, and a semi­
structured schedule was used. The interview style was based around the principles of 
the counselling interview (Coyle, 1998). The focus group was recorded using 
audiotapes, and lasted approximately 60 minutes. The tape was then transcribed 
verbatim.
Analytic Strategy:
An interpretive phenomenological analysis (IPA) approach (Smith et al, 1999) was 
used to analyse the data. This approach captured participants’ perceptions as opposed 
to empirically ‘perfect’ data. The content of transcript was analysed using the method 
described by Smith et al (1999), which involves examining the transcript for master 
themes and sub themes.
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Analysis:
Five master themes were identified followdng analysis of the transcript:
• General stereotype of the shrink;
• Movies vs. Reality (themes relating to participants’ awareness that the 
portrayal of psychologists in film is not realistic);
•  Therapeutic relationship;
• Difficulty identifying psychologists in films;
•  Performance anxiety of participants.
Limitations:
There were some limitations to our study. A number of assumptions were made by the 
researchers on conducting this research e.g. that psychologists are stereotyped in films 
and that this is an opinion shared by other psychologists. This assumption may have 
affected how the research was conducted. One methodological limitation was that the 
study used a small, convenience sample.
Further research:
To determine whether psychologists in films shape people’s views of real-life 
psychologists and how this may influence the likelihood of people seeking 
psychological help. To investigate representations of psychologists in other forms of 
media, for example, books, television programmes, newspapers.
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1.0 ABSTRACT
Introduction
Several major psychological perspectives consider problems in self and identity to be 
central to personality disorder (PD). The literature on self and identity in PD is 
predominated by theoretical supposition derived from clinical observation. There have 
been few empirical research studies in this area and none have used an exploratory 
approach to find out how people with PD actually describe who they are. The aim of 
the current study was to address this gap in the literature by exploring experiences of 
self and identity in people with PD.
Method
The study used Interpretative Phenomenological Analysis to explore individual’s 
experiences of self and identity. Eight participants were recruited from a community- 
based project for people with PD. Semi-structured interviews were used to gain an 
insight into participant’s experiences.
Themes
All participants described problems in their experience of self and identity. This 
included not knowing who they were and being in search of an identity. Participants 
described losing sight of their true identity because of the façade they adopted when 
with other people. Dissociative experiences exacerbated these problems. Participants 
described having unstable and fragmented aspects of self and identity. Most reflected 
that these problems were distressing and desired a stable, integrated sense of 
self/identity. The contribution of life experiences emerged in each account.
Conclusions
Although the findings are specific to the small sample of participants interviewed and 
may therefore have limited generalisability, they can be used to inform future research 
and clinical practice and various implications are discussed.
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2.0 INTRODUCTION
There is a general consensus in the literature that personality disorders (PD) reflect 
‘disturbances in a person's experience of self (Moorey et al., 2006, p60) and identity 
(Clarkin et a l, 2007). The literature in this area mostly reflects theoretical discussions 
based on clinical observation. There has been a paucity of research studies on self and 
identity in PD and none have directly asked participants how they perceive 
themselves. For this reason, the current study aimed to explore how participants who 
identify with PD describe their experience of self and identity.
2.1 A Note on Definition of Self and Identity
The definition of self and identity is surrounded by complexity. Some theorists (e.g. 
Marcia, 2006) emphasise that the terms self and identity represent distinct theoretical 
constructs and attempts should be made to differentiate between them in research. 
However, in the literature on PD there are multiple definitions of each construct and 
the terms are often used synonymously. For example, Kemberg (1975, 1984) used the 
term ‘identity diffusion’ to describe problems that are ftindamentally related to 
problems of self (Marcia, 2006). The terms ‘self and ‘identity’ are therefore used 
interchangeably throughout this chapter as represented in the literature discussed.
2.1 Conceptualisation of PD
Before reviewing the literature on self and identity in PD, attention will be paid to 
what is meant by PD. There are various conceptualisations of PD and these include 
both psychiatric diagnostic classifications and a range of psychological theories. Each 
conceptualisation has a different perspective on the role of self and identity in PD and 
this will be highlighted to provide context for the literature that is presented later.
2.2.1 Psychiatric classifications of PD
The concept that personality can be disordered is not recent and can be traced back to 
Prichard (1835) in his descriptions of ‘moral insanity’. Coolidge & Segal (1998) 
describe the work of Schneider who was one of the first influential theorists on PD 
and his ideas laid the foundations for the current diagnostic systems. He referred to 
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PD as ‘psychopathologic personalities’ and viewed them as being distinct from other 
forms of mental disorder. He differentiated between different types of 
psychopathologic personalities and proposed that they develop in childhood and 
persist into adulthood.
The two main current psychiatric diagnostic systems are the Diagnostic Statistical 
Manual of Mental Disorders (DSM-IV-TR, American Psychiatric Association -  APA, 
2000) and the International Statistical Classification of Diseases and Related Health 
Problems (ICD-10, World Health Organisation, 1992). Although there is general 
consensus between the two systems in relation to PD diagnosis, there are some 
differences such as the number and names of sub-types. More attention has been paid 
to the DSM-IV-TR diagnostic criteria throughout this Introduction as most of the 
literature on self and identity in PD refers to this system as opposed to the ICD-10.
The DSM has included PD in some form since it was first published in 1952. There 
have been many changes in the definitions between editions and these are summarised 
by Coolidge & Segal (1998). The most significant change came with the publication 
of the third edition (DSM-III, 1980) where a multiaxial system was introduced and 
PD was placed on a separate axis from other types of mental disorder. In addition, a 
list of criteria was provided for the first time to aid diagnosis. The definitions and 
types of PD have remained relatively stable since DSM-III. The current DSM 
definition of PD is:
...enduring patterns o f  perceiving, relating to, and thinking about the environment 
and oneself that are exhibited in a wide range o f social and personal contexts...are 
inflexible and maladaptive, and cause significant functional impairment or subjective 
distress (DSM-IV-TR, APA, 2004 pp.686).
The DSM-IV-TR subdivides PD into ten different types that can be divided into three 
clusters. The first cluster consists of the paranoid, schizoid and schizotypal subtypes 
and is referred to as the ‘odd or eccentric’ cluster. The second cluster, the ‘dramatic, 
erratic or emotional disorders’ comprise the antisocial, borderline, histrionic and
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narcissistic subtypes. The third ‘anxious or fearful’ cluster includes avoidant, 
dependent and obsessive-compulsive subtypes.
The prevalence of PD is high in psychiatric populations. Moran et al. (2001) found 
that 24% of people seen in primary care in UK could be diagnosed with PD and was 
often co-morbid with other psychiatric disorders. The prevalence of PD increased to 
50% in secondary care mental health services and 70% in inpatients with drug/alcohol 
problems and eating disorders (Moran et a l, 2002). Coid et a l (2006) found that the 
UK prevalence of PD in the general population is 4.4%. This study addressed some of 
the limitations of previous studies, such as using a sample representative of the 
general population and assessing PD using a variety of methods.
DSM-IV-TR conceptualisation o f self and identity in PD
The DSM-IV-TR considers disturbances in self and identity as being part of the 
diagnostic criteria for Borderline Personality Disorder (BPD), defined specifically as 
‘markedly and persistently unstable self-image or sense o f  s e lf  (pp. 710). The view 
that disturbances in self and identity are unique to BPD has received lots of debate in 
the literature. One general criticism of the DSM system is that it adopts a categorical 
approach to diagnosis and considers disorders, including the different types of PD, to 
be discrete entities from one another. However, it is widely argued that there is 
significant overlap between specific types of PD and that they cannot be neatly 
differentiated from one another (Lenzenweger & Clarkin, 2005) and people often 
meet the criteria for multiple diagnoses of PD (Dolan et al .1997). If this is the case, 
then people diagnosed with other types of PD might also have problems with self and 
identity.
Various research studies have attempted to resolve the debate on whether disturbances 
in self and identity are unique to BPD or are found across PD types. Clarkin et a l 
(2007) found that disturbances in self/identity in combination with chronic difficulties 
in interpersonal relationships were found in 60% of participants with a diagnosis of 
BPD but not in any participants with other PD diagnoses. However, it is not clear
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whether disturbances in self and identity alone were found in participants with PD 
diagnoses other than BPD.
In contrast, Modestin et a l (1998) found that identity disturbance was found in all 
DSM-III-R (APA, 1987) PD types, although was most common in participants with 
borderline, dependent and paranoid PD and least common in narcissistic PD. They 
also found that half of the participants with PD did not meet the criteria for identity 
disturbance, indicating that this is neither a necessary nor sufficient feature of PD. 
Jorgensen (2006) drew similar conclusions in a review of studies on this topic as he 
found that although identity disturbance is one of the most sensitive predictors of 
BPD, it is not evident in all people with this diagnosis nor is it exclusive to BPD 
alone.
Results from these studies suggest that problems with self and identity are not unique 
to BPD nor are they found in all people diagnosed with PD. However, these studies 
can be critiqued because of small sample sizes. For example, Modestin et a l only had 
28 participants who were defined as having identity disturbance therefore the number 
of participants with each type of PD in this group would have been small and 
statistical power can be questioned. Lenzenweger and Clarkin (2005) suggest that 
there are several meaningful factors that underlie all PD types and problems with self 
and identity might be one of these.
Another criticism of the DSM-IV is that it adopts a theoretical approach that focuses 
on the description of explicit observable behaviour that can be rated by the clinician 
and ignores the theoretical foundations of PD. Lenzenweger and Clarkin (2005) 
reflected that the DSM adopted such an approach to increase inter-rater reliability 
across clinicians. The emphasis on the description of traits does not provide any 
explanation and therefore limits understanding of PD. Although the DSM-IV-TR 
specifies that identity disturbance is a diagnostic feature of BPD it does not attempt to 
explain the theoretical underpinnings of this. Psychological theories have attempted to 
provide explanation of structures and processes that underlie PD and these will be 
presented next.
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2.2.2 Psychological theories of PD
PD has been conceptualised by various different psychological perspectives. The 
particular theories presented in this section were chosen because they have been 
referred to again during the report when reflecting on self and identity in PD.
Early psychological theories on PD originated in the psychoanalytic tradition. 
Kemberg (1975, 1984) conceptualised PD from an object relations perspective and his 
ideas have been extremely influential in current thinking about PD. Kernberg referred 
to severe PD as Borderline Personality Organisation (BPO), which should not be 
confused with DSM classification of BPD. Kemberg’s meaning of the term 
‘borderline’ is much more general and encompasses most of the Cluster A and B 
types of PD in the DSM-IV-TR. Unlike the DSM, Kemberg adopted a dimensional 
approach and proposed that BPO is on a continuum between neurotic (normal) and 
psychotic personality organisation and is distinguished by the degree of identity 
diffusion, capacity for reality testing and use of defence mechanisms. Moreover, 
although people with BPO are characterised by identity diffusion and use of primitive 
defence mechanisms, they still have the capacity for reality testing unlike people with 
forms of psychosis. Kernberg proposed that PD is a result of the predominance of 
early infant aggression that impacts on the integration of representations of self and 
others. Kemberg perceived identity diffusion as being central to BPO. Unlike the 
DSM-IV-TR, he proposed that although problems in self and identity are present in 
most types of PD, they can manifest in different ways.
PD has also been conceptualised as an attachment disorder. Attachment theory (e.g. 
Bowlby, 1988) emphasises that the quality of the early attachment relationship 
between the infant and caregiver will determine later development. A secure 
attachment with a consistent and responsive caregiver will facilitate the development 
of positive ‘intemal working models’ (IWM) that will guide later behaviour and 
development of self and identity. Main and Solomon (1990) proposed that children 
who experience abusive, neglectful and inconsistent early relationships are likely to 
develop a disorganised attachment and such environments are linked with some 
people who develop PD (e.g. Zanarini & Frankenburg, 1997). As a result of not 
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having a secure attachment style, some people with PD will develop negative IWM of 
relationships with others, such as believing that they cannot trust anybody (Alwin et 
al, 2006). This will impact on the development of later relationships, such as seeking 
out undesirable partners that are consistent with negative IWM.
Fonagy and colleagues (e.g. Bateman & Fonagy, 2004) also emphasise the importance 
of attachment in the development of mentalization, which refers to the ability to infer 
mental states of self and others. They propose that people with PD cannot mentalize 
due to problematic early relationships. Attachments theories will be discussed in more 
detail later as they have been implicated in the development of self and identity in PD.
Cognitive and behavioural theories have also been influential in the understanding 
and treatment of PD. Linehan (1993) proposed a theory of BPD from a dialectical 
behaviour perspective. She proposed that BPD develops as a result of a dialectical 
relationship between the temperamentally-based affective vulnerability of the infant 
and an invalidating environment. This results in dysregulation of emotions, 
relationships and behaviour. People with BPD do not trust their own emotional 
experiences as being valid. Heard and Linehan (1993) discuss how people with BPD 
also have dysregulation of sense of self and this is discussed further when presenting 
theories on self and identity in PD.
One example of a cognitive approach that has been used to effectively treat people 
with PD is schema-focused therapy (Young et a l, 2003). This is based on the theory 
that emotional, cognitive and behavioural difficulties found in people with PD are a 
result of early maladaptive schemas (BMS) that develop during childhood. EMS are 
pervasive core beliefs that people have about themselves and others that influence 
how later experiences are perceived and processed.
Some models of therapy have rejected the view that personality can be disordered. 
There is very little written about PD in systemic and narrative therapy. Allen (2004) 
highlights that systemic therapists are skilled at working with people who have 
difficulties consistent with PD as described by other approaches but often use a
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different label such as ‘abuse survivor’. This is in part due to the systemic view that 
the problems are relational in nature and not a disorder located within the individual. 
This is a very important point that needs consideration although the term PD has been 
used throughout the project to communicate the experiences of a particular group of 
people who identify with characteristics of this label.
Despite the differences between these approaches, they all seem to agree in some way 
that people who experience problems synonymous with PD have had early childhood 
experiences that have impacted on the representations they have of self and others. 
This overriding principle is fundamental to understanding problems of self and 
identity in PD.
2.2.3 Summarv
There are divergences between the different conceptualisations of PD, although there 
is consensus that people with PD can experience problems in self and identity. There 
is debate over whether such problems are unique to BPD or common across all types 
of PD and this remains unresolved. For the purpose of the current study, the 
distinction is not made between the different types of PD although some of the 
literature presented refers only to people with BPD. The following sections present a 
review of the literature on the development and manifestation of problems of self and 
identity in PD.
2.3 Self and Identitv in PD
2.3.1 The Development of Disturbances of Self and Identitv in PD
Before considering the manifestations of problems of self and identity in PD, attention 
is paid to how such problems might develop in the first place. Development of self 
and identity occurs at different ages, with the self emerging during early infancy and 
identity formation during adolescence (Marcia, 2006). Disturbances to the 
development of self and identity at each developmental stage have been implicated in 
PD and are discussed in turn below.
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Develovment o f  se lf in early infancy
There are various theories about the development of the self in early infancy, 
predominated by psychodynamic theories. Kemberg’s psychoanalytic object relations 
theory (1975, 1984, 2006) is commonly referred to in the literature. Kemberg 
proposed that interactions between the infant and significant others are intemalised 
under conditions of either heightened affect or low affect. Peak affect conditions 
consist of either extremely positive experiences or extremely negative experiences 
with significant others.
The early intemalisations of these positive and negative experiences are built-up 
separately in the infant’s psyche and are actively ‘split’. The negative experiences and 
associated affect are projected into representations of the self and others as being ‘all- 
bad’ and objects that are feared. In contrast, the positive experiences are projected 
into representations that are ‘all-good’ and objects that are idealised. Negative 
representations of self and others are split off to avoid contamination of 
representations of self/others that are idealised.
Kemberg proposed that in normative development, these two separate domains of 
representations are eventually integrated when the child can recognise that they and 
other people can have both good and bad aspects. Kemberg proposed that people with 
PD remain fixated at the developmental stage characterised by splitting of these 
separate representations of experiences. Kemberg related this to a predominance of 
severe early aggression in the infant. In addition, failure to achieve integration of 
representations is related to the inability to tolerate the pain associated with 
acknowledging both good and bad aspects of self and others.
The capacity to tolerate negative representations is dependent on a predominance of
positive experiences that helps neutralise the negative experiences and facilitates
integration. This is unlikely considering the negative childhood experiences
commonly reported in people with PD, such as the high incidence of childhood sexual
abuse (Zanarini et a l, 2002). Kemberg (2006) developed his ideas to emphasise the
interaction betw een the infan t’s tem peram ental predisposition, developm ent o f  
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disorganised attachment and exposure to an abusive or neglectful environment in the 
development of disturbances of self in PD.
The importance of the integration of representations of self and others was also 
emphasised by Mahler a l (1975). They proposed that such integration occurs 
during the process of separation-individuation between the first and third year of life. 
This separation-individuation phase consists of four sub-phases, which in normal 
development culminates in a shift to ‘object constancy’ where integration is achieved. 
Mahler et a l asserted that PD is related to problems at the rapprochement sub-phase 
of the separation-individuation process and the inability to integrate positive and 
negative representations prevents development of a stable sense of self.
Object relation theories on disturbances to the development of the self are not without 
criticism. There is no substantial evidence to support the premise that PD develops as 
a result of problems at the separation-individuation stage of development (Westen & 
Heim, 2003). Kemberg’s papers are largely based on theoretical supposition based on 
clinical observations and do not include empirical evidence. The nature of the theories 
would make them difficult to research as they are based on unconscious processes that 
are difficult to measure. These theories are also inconsistent with theory and empirical 
research in other areas of psychology. Chambers et a l (2001) state that research on 
memory development suggests that infants do not have the cognitive capacity to 
intemalise representations as early as proposed by Kemberg. Despite such criticisms, 
there is wide acceptance that ‘self-pathology’ in PD is related to split-off 
representations of self and others and the manifestations of this will be discussed later.
Attachment theories (e.g. Bowlby, 1988) complement the object relations perspective 
described above as they emphasise the importance of attachment with significant 
others during infancy for development of the representational systems that form the 
self (Moorey et al, 2006). One attachment theory proposed by Fonagy and colleagues 
(Bateman & Fonagy, 2004) is that people with PD are unable to develop the ability to 
‘mentalize’, which is a prerequisite for a coherent and stable sense of self.
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Mentalization refers to a person’s capacity to attribute mental states to themselves and 
other people, which facilitates understanding and helps predict how they and others 
might act. The capacity to mentalize develops during early attachment relationships 
and is dependent on the caregiver’s ability to emphasise and accurately mirror the 
infant’s affect but ‘mark’ this affect as being different from their own. If the caregiver 
does not achieve this then the child will not leam to accept their own emotions or 
differentiate between self and other’s experiences and will not develop the ability to 
mentalize.
The ability to mentalize has huge treatment implications, as people who lack this 
capacity will not be able to understand interpretations about mental states traditionally 
given by the therapist in some forms of psychotherapy and this might explain poor 
outcomes (Fonagy and Bateman, 2006). Mentalization-based therapy developed by 
Fonagy and colleagues addresses this problem and has established effectiveness, as 
shown in a randomised control trail conducted by Bateman & Fonagy (1999). 
However, effectiveness was demonstrated in relation to factors such as less hospital 
admissions and self-harm behaviours and not specifically to disturbances in self.
Other theoretical approaches also emphasise the importance of early life experiences 
in the development of PD, such as the significance of invalidating environments 
(Linehan, 1993) and the development of early maladaptive schemas (Young et al. 
2003). Although these approaches make reference to the self, they have less emphasis 
on how disturbances in self develop and will therefore not be discussed here.
Marcia (2006) proposes that the development of the self is a prerequisite for later 
identity development during adolescence and that without a secure and stable self, 
identity problems will emerge. Identity disturbance during adolescence is considered 
next.
Identity formation in adolescence
The literature on identity is vast with numerous theories ranging across different 
disciplines including psychology, sociology and economics. The theories that have 
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been selected for discussion relate to identity formation in adolescence, as this was 
considered important to understand how identity problems develop in PD. Many 
adolescents face crises in identity when faced with choices about who they should 
become, although these are transitory in most people. This is not the case in some 
people with PD where identity problems common in adolescence persist into 
adulthood.
Erikson’s (1959, 1968) psychosocial developmental approach on identity formation is 
useful in thinking about how identity develops in adolescence and this can be used to 
form a basis to understand how problems in identity persist in PD. Erikson proposed 
that there are eight stages of psychosocial development throughout the life-cycle. 
Each stage is characterised by conflict that needs to be resolved before progression to 
the next. The fifth of these stages focuses on identity formation (identity versus 
identity diffusion) and occurs in late adolescence. Erikson proposed that identity 
formation involves the synthesis of earlier identifications and is a construction by the 
individual of who they are. Although identity can develop in a partial form during 
childhood, it reaches its peak during adolescence when all the necessary components 
are present including physical, cognitive and sexual maturation.
At adolescence, the individual is faced with choices about key aspects of his or her 
life. Erikson emphasised that these choices must fit with a realistic appraisal by the 
individual of what they can achieve and what society requires them to achieve. 
Adolescence can therefore be a destabilising and distressing time and individuals are 
vulnerable to identity crises. This will impact on important aspects of this life stage 
such as developing intimate relationships and making ideological and occupational 
choices.
Erikson referred to such identity crises in adolescence as ‘identity diffusion’, a term 
later adopted by Kemberg (1975, 1984) in the context of severe PD. Erikson did not 
use the term in this context and described identity diffusion as being common place 
and transitory in many adolescents. He proposed that if resolved, identity diffusion is 
adaptive as will contribute to later identity development. Erikson recognised that re­
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evaluations of identity will continue throughout the life-cycle. Jorgensen (2006) and 
Marcia (2006) both posit that individuals who resolve identity diffusion in 
adolescence have a secure sense of self on which to base identity development. 
Individuals who develop ‘pathological’ identity diffusion common in PD do not have 
this secure base as discussed in the previous section.
Erikson proposed that identity crises usually derive when significant others in the 
adolescent’s environment do not support or confirm their changing identity. 
Considering the emphasis in the literature that PD is associated with attachment 
difficulties, trauma and abuse in childhood, it could be assumed that many individuals 
with PD have not had the supportive environment during adolescence to help them 
establish a firm identity.
Erikson was one of the first to develop a comprehensive theory on identity formation 
and his ideas are still widely referred to in recent literature. The empirical aspect of 
his work has been critiqued for predominantly using a biographical case study 
approach based on people such as Martin Luther (Cole & Cole, 1989). However, other 
theorists have subsequently researched aspects of Erikson’s theories and provided 
empirical support for his conceptualisation of identity formation.
Marcia (2006) has dedicated many years to the study of identity formation in 
adolescence. He expanded upon Erikson’s ideas and proposed that identity is formed 
through the processes of exploration of various options when making choices about 
important areas of life and commitment to these choices. Marcia proposed four types 
of identity statuses depending on the degree of exploration and commitment. These 
include Identity Achievement (where exploration has been undergone and 
commitments made); Foreclosure (where exploration has been absent or limited but 
commitments have been adopted from childhood, such' as religious beliefs imposed 
from parents); Moratorium (exploration ongoing and commitments vague) and 
Identity Diffusion (limited exploration and no firm commitments).
Like Erikson, Marcia referred to Identity Diffusion as not being unusual during
adolescence and often precipitates progression to Identity Achievement, although 
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recognised that this sort of identity diffusion was very different to the more severe 
forms found in PD. Marcia’s identity statuses have been extensively researched over 
the past forty years and have established validity in accordance with Erikson’s 
theories of identity.
Marcia’s theories have been criticised for paying more attention to psychological 
factors than the social, political and cultural context as emphasised by Erikson (Côté 
& Levine, 1988). However, this critique might be a little outdated as Marcia (2006) 
emphasises that the social environment plays an important role as it will influence 
how free the individual is to explore alternatives and how well supported they are to 
make commitments. He proposes that persistent identity problems in PD are related to 
deprivation of experiences that allow an individual to undergo extensive exploration 
and make informed commitments. For example, people with BPD might not be able 
to make long-term commitments as a result of the extreme fluctuations they have in 
mood and behaviour. People with so-called ‘narcissistic’ personality might be able to 
undergo exploration and make commitments but these are motivated by receiving 
adulation rather than a genuine appraisal of their identity. Although Marcia seems to 
present a convincing argument about how the identity statuses apply to PD, he does 
not support this with any empirical evidence.
The role of culture in identity formation is important to consider as there is debate 
about whether PD is a culturally constructed as opposed to being a problem within the 
individual (Jorgensen, 2006). Erikson emphasised the importance of culture in the 
development of identity, although his theories were developed post-war where there 
was more cohesion within the community (Kraus, 2007). Nowadays, communities are 
more fragmented and adolescents have significantly more choice about who they can 
become. In the past, such choices were more prescribed such as gender roles or 
following a certain occupational path based on family tradition. Jorgensen argues that 
identity formation is a much harder task in modem society as more responsibility is 
placed on the individual to develop his or her own identity.
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Disturbances of identity in PD might represent global problems reflected in modern- 
day society rather than being entirely located in the individual. However, there are 
differences in the manifestations of disturbances in self and identity in PD from the 
general population and these are discussed in the next section.
2.3.2 Presentation of Disturbances of Self and Identity in PD
There are various manifestations of disturbances of self and identity described in the 
literature. One of the most widely accepted presentations is that people with PD hold 
multiple and contradictory representations of self and other people, fluctuating 
between the polar extremes of ‘all-good’ and ‘all-bad’. Kemberg first described this 
(1975, 1984) in his descriptions of identity diffusion fundamental to BPO that results 
from the developmental failure to represent integrations of self and others. Westen 
and Cohen (1993) substantiated this with research they conducted on patients with PD 
using a narrative interview to elicit both conscious and unconscious representations of 
self and identity.
The contradictory representations of self that is characteristic of PD also apply to 
‘wished-yî?rfeared' and ‘ideal’ selves as demonstrated in the research by Westen 
and Cohen (1993). This is based on the theory of ‘possible selves’ proposed by 
Markus and Nurius (1986). Possible selves are representations of who a person thinks 
they might become, who they would like to become and who they are afraid of 
becoming in the future, influenced by prior experience and the social context. These 
possible selves are motivational in nature as they can provide ‘direction and impetus 
for action, change and direction’ (Markus & Nurius, 1987, pp.960) when a person acts 
in a way to maximise opportunities to become the wished-for self and avoid becoming 
the feared self. The ‘possible selves’ theory has been extremely influential and has 
been applied to several areas of clinical research such as depression (Penland et al,
2000).
Westen and Cohen found that participants with PD had a huge discrepancy between 
actual self-representations, which were predominately negative, and ‘wished-for’ self­
representations. This discrepancy was exacerbated by self-representations being seen 
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in ‘all-or-nothing’ terms, for example seeing ideals as totally achievable or totally 
unachievable. They found that these possible selves were unrealistic, undifferentiated 
from actual self-representations and transitory. Westen and Cohen’s research referred 
to throughout this section has been critiqued because it was based on pilot data and 
the interview schedule used did not have established reliability (Heard & Linehan, 
1993). Despite this, Westen and Cohen’s findings were consistent with the existing 
literature and have been supported by subsequent studies.
Janis et al. (2006) replicated some of the findings just presented. They gave 15 female 
participants with BPD and 28 controls a standardised questionnaire designed to 
investigate the concept of possible selves. They also found that participants with BPD 
were more likely to endorse a negative view of self. In addition, participants with 
BPD wanted to have both positive and negative self-attributes in the future. The 
authors concluded that this reflected inconsistency in self-representations of people 
with BPD and acceptance of negative qualities as being the core of who they are. This 
study has limitations due to the small sample size and the focus being limited to 
people with BPD only.
There has been other research looking at ‘possible selves’ in people with so-called 
‘narcissistic’ personalities. Westen and Shedler (1999) conducted a factor analysis 
study on a large sample of participants diagnosed with different types of PD. They 
found that a ‘narcissistic’ cluster emerged characterised by participants having 
implicit fears about themselves in stark contrast to the grandiose actual, wished-for 
and ideal explicit self-representations commonly described in people with narcissistic 
personalities.
Another key aspect of disturbances in self and identity in PD relates to self­
presentation, which refers to the way a person behaves socially to influence how 
others perceive them. Schlenker (2003) proposes that most people generally want 
others to view them as having positive qualities and see them in ways that confirm 
how they view themselves. This can affect the way people present both on a 
conscious and unconscious level. People with PD can become overly absorbed in
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fitting in with others and lose sight of who they are in the process. This phenomenon 
has been described as a ‘chameleon-like’ identity in the literature on PD, where 
individuals change who they are depending on who they are with (e.g. Akhtar, 1984, 
1992). This is similar to the ‘false self described by Winnicott (1960) where people 
adapt themselves to fit in with what they think others expect of them and their sense 
of self is created externally rather than from within.
Disturbances in PD also include disruptions to an individual’s sense of self. William 
James (1890) originally conceptualised that people have a subjective sense of self 
when he proposed that there is an experiential aspect of self that can perceive and 
reflect upon the self as an object. Heard & Linehan (1993) observed that people with 
BPD do not experience a sense of self or do so only occasionally and refer to this as a 
dysregulation in sense of self. They propose that disruptions in sense of self are 
exacerbated by dissociative experiences commonly experienced by people with BPD. 
There are several research studies providing evidence for the relationship between 
dissociation and BPD (e.g. Ross, 2007), although less attention has been paid to the 
relationship between dissociation and other types of PD. Westen and Cohen (1993) 
identified disruptions in sense of self in their sample of people with different types of 
PD. They reported that this manifest as disturbances of continuity in the experience of 
self over time and not having a sense of agency of being responsible for one’s own 
thoughts, feelings and actions.
Marcia (2006) emphasised that Identity Achievement is dependent on commitment to 
various aspects of life. This commitment is lacking in people with PD and this is 
supported by research evidence. Wilkinson-Ryan and Westen (2000) found that lack 
of commitment to roles, values and long-term relationships is a core component of 
identity disturbance when they conducted a factor analysis study across different 
types of PD. They also found in contrast that some people would define themselves 
based on a single role or label instead of exploring other options, which they referred 
to as ‘role absorption’. It should be noted that this measure was completed by 
clinicians and not from the perspective of people with PD as is the case in many 
empirical studies of this kind.
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Such problems of self and identity in people with PD can have distressing 
consequences for both the individual and people close to them. These consequences 
will be considered in the next section.
2.3.3 Consequences of disturbances in self and identitv
Disturbances of self and identity can have significant consequences in people with 
PD. Emotionally, people with PD are often described as feeling numb and empty as a 
result of difficulties experiencing self (Heard & Linehan, 1993) and having multiple, 
contradictory representations of self and others (Kemberg, 1984). Wilkinson-Ryan 
and Westen (2000) identified ‘painful incoherence’ as another core component of 
identity disturbance in PD in their factor analysis study, referring to the subjective 
distress about lack of coherence in identity. This factor was associated more with 
BPD than other types of PD. Westen and Heim (2003) emphasise that people with PD 
often have very low self-esteem because of the predominance of negative self­
representations.
Kemberg (1984) proposed that people with BPO will fluctuate between extremes of 
emotions and engage in contradictory behaviour as a consequence of identity 
diffusion. This in tum will contribute to identity diffusion, as a person will not be able 
to develop a stable sense of self and identity if their mood and behaviour is never 
consistent. Wilkinson-Ryan and Westen (2000) identified that the lack of consistency 
in behaviour might not actually be distressing for the individual in their factor 
analysis study.
Kemberg emphasised the reliance on primitive defence mechanisms as being another 
consequence of identity diffusion to keep contradictory representations of self and 
others apart. Clarkin et a l (2007) propose that these defences reduce anxiety to some 
degree and protect the person from intrapsychic conflicts but are rigid, inflexible and 
do not correspond to reality. They distort perception and other cognitive processes of 
the extemal events and the person’s emotional response and this can lead to 
inappropriate ways to cope with distress rather than mastery of the situation.
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Finally, interpersonal relationships are negatively affected as a result of disturbances 
in self and identity. Kemberg (1984) proposed that quality of intimate relationships is 
dependent on integration of the good and bad representations of self and others. In 
addition, disturbances in the experience of self over time can result in the 
development of distorted perceptions of others and this can result in only having 
shallow and chaotic interpersonal relationships. Jorgensen (2006) also identified that 
the dependence people with PD have on others to create their identity can put a strain 
on interpersonal relationships.
2.3.4 Summarv
Problems of self and identity in PD are developmental in nature and can present in 
many different ways. The consequences of these problems can be distressing for the 
individual and impact on many aspects of their life including emotions, behaviour and 
relationships. Despite the emphasis in the literature on problems of self and identity in 
PD, there is relatively little empirical research investigating the nature of such 
disturbances in self and identity in people with PD. Of the existing research, 
quantitative methods seem to predominate that rely on researcher or clinician-based 
ratings to investigate identity disturbance (Wilkinson-Ryan & Westen 2000) or 
stmctured self-report questionnaires (Janis et al., 2006). There does not seem to be 
any research directly asking people with PD about how they experience self and 
identity and this led to the rationale for the current study.
2.4 The Present Study
The current study aimed to fill the gap in the literature described above by using a 
qualitative methodology to explore how people who identify with PD describe their 
experience of self and identity. A qualitative, exploratory approach was used to gain 
insight into the participants’ worlds and how they conceptualise their experiences of 
self and identity. This was chosen over quantitative methods that tend to use 
circumscribed variables based on pre-existing theory to guide data collection and 
therefore limit participants’ responses to such variables (Willig, 2001). In addition, 
exploring participants’ perspectives using qualitative methodology can result in
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findings that have not been identified in pre-existing literature and can be used to 
guide further research.
The research question that formed the focus for the current study is:
• How do people who identify with PD describe their experiences of self and 
identity?
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3.0 METHOD
3.1 Rationale for Methodology
The qualitative methodology that was selected was Interpretative Phenomenological 
Analysis (IP A). Smith and Eatough (2006) state that the aim of IP A is to explore in 
detail participants’ personal lived experience of the phenomenon under investigation 
and how they make sense of that experience. The epistemological roots of IP A are 
phenomenology and hermeneutic inquiry. Phenomenology is a branch of philosophy 
concerned with how people gain knowledge of the world around them (Willig, 2001). 
IP A is phenomenological in the sense that it aims to explore in detail a person’s 
perception of an experience or event as opposed to trying to obtain an objective 
statement about that experience or event.
IP A involves a double hermeneutic process that emphasises that research is a dynamic 
process and has an active role for the researcher (Smith & Eatough, 2006). IP A 
recognises that the researcher will never be able to gain direct access into a 
participants’ life-world but can attempt to develop an ‘insider perspective’ (Conrad, 
1987) by trying to understand what the participant’s experience is like based on their 
description of the experience. IP A acknowledges that this will be affected by the 
researcher’s own pre-existing knowledge and conceptions and emphasises the 
importance of the researcher reflecting upon these. IP A is therefore phenomenological 
in the sense that it aims to capture the essence of a person’s lived experiences and 
interpretative in that the analysis is influenced by what the researcher brings to the 
process (Willig, 2001).
IP A was chosen for the current study, as it is consistent the with research question 
focusing on participant’s individual experience of self and identity. Smith and 
Eatough (2006) state that IPA is often concerned with issues related to identity and 
self, as detailed analysis of individual accounts about important experiences will 
invariably elicit such issues. Willig (2001) highlights that IPA is a psychological 
research method that allows insight into participants’ life-worlds and experiences, the 
primary aim of the current study. Madhill et a l (2000) propose that IPA is a 
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contextual constructionist approach that considers knowledge to be context-specific 
and differs depending on the perspective of the individual. This approach seemed 
most appropriate for the current study in light of the research question focusing on 
how different participants view their experiences of self and identity.
IPA has been criticised for not paying enough attention to the role of language 
compared to more discursive approaches (Willig, 2001). However, IPA considers that 
language is important as a way to communicate an individual’s experience but does 
not view language as the primary constructer of reality (Smith & Eatough, 2006), 
which was the position adopted in the current study.
3.2 Recruitment
Participants were recruited from a project for people with PD in London. The project 
consists of four community-based support groups that meet several times a week. The 
project explicitly advertises itself as a resource for people with PD although not 
everyone who attends has been given a formal diagnosis of PD. They have however 
identified with experiences associated with PD as described in the leaflet advertising 
the project. The decision to accept people into the groups without a formal diagnosis 
of PD was based on the argument that professional diagnosis of PD lacks reliability 
and validity (Pilgrim, 2001) and is often withheld from the individual (Clafferty et a l 
2001).
The current study adopted the same inclusion criteria that participants need only 
identify with problems associated with PD even if they had not been given a formal 
diagnosis for the same reasons described above. People were not deemed appropriate 
for inclusion in the study if they presented with any current risk issues, specifically if 
participation in the study might result in harm to either the participant or researcher. 
Participants needed to speak English to a level where they would be able to 
communicate their experiences during the interview.
Information about the study was given to staff at each group to disseminate to 
members during their meetings. The information given included the participant
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information sheet (Appendix 1), a copy of the consent form (Appendix 2) and a copy 
of interview schedule (Appendix 3). Group members who were interested in 
participating gave their contact details to the researcher via staff at the project. The 
purpose of involving staff from the PD project at this stage was to identify potential 
risk issues as described above. Staff members at the project were not involved in any 
subsequent communication between the researcher and participant to maintain 
confidentiality.
Each participant was offered a one-off payment of £10 as a good-will gesture and to 
cover any travel expenses.
3.3 Participants
Eight people volunteered to participate in the study and were subsequently 
interviewed. This was considered to be a sufficient number of participants to ensure 
that justice was given to the depth of analysis. The participants selected were 
considered homogenous in the sense that they all attended the same groups for people 
with PD and the research question seemed significant for them because they all 
identified with problems characteristic of PD.
Information was gathered throughout the interviews that would situate the sample. Of 
the eight participants, three were male and five were female. They ranged in age from 
35 to 49 years old. Information about ethnicity was not directly asked during the 
interview although all but one participant indicated that they were bom and had 
grown up in the UK. The exception was a participant who originated from another 
Western European country. All participants lived in inner-city or suburban parts of 
London, seven living independently in the community and one being a resident in an 
alcohol detoxification unit. Seven participants were single and one was married.
Six participants reported that they had a current diagnosis of PD given to them by 
mental health professionals, specifically borderline or emotionally unstable PD. Two 
of these participants reported having current co-morbid diagnoses including 
dissociative disorder, anxiety and depression. Of the two participants who did not
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have formal diagnoses of PD, one had diagnoses of Aspergers Syndrome and 
schizoaffective disorder but identified with having schizoid or schizotypal PD. The 
other participant had a diagnosis of depression and refused to identify with the label 
of PD although reported having problems associated with PD. All participants had 
experienced multiple contacts with a variety of mental health services for a number of 
years.
3.4 Interview Schedule
Data was collected using face-to-face semi-structured interviews, which are 
considered the ‘exemplary’ method of data collection in IPA. This is because the 
researcher is able to hear firsthand the lived experience of the participant (Smith & 
Eatough, 2006). The semi-structured nature of the interviews means that the 
researcher does not have to rigidly follow a circumscribed set of questions and has the 
flexibility to follow-up on important and pertinent issues that arise during the 
interview. This also enables the participant to have some control over the direction of 
the interview rather than just answering questions solely imposed by the researcher. 
This can lead to novel insights that have not been anticipated beforehand (Willig,
2001).
The interview schedule comprised several broad topic areas that reflected key 
components of self and identity derived from the literature. The questions were kept 
as general and open-ended as possible as not to guide participants’ responses. 
Although the research had been advertised as looking at ‘self and ‘identity’ in ‘PD’, 
attempts were made not to use these terms explicitly in the interviews unless 
participants chose to use the terms themselves. General questions such as 'how would 
you describe yourself were used instead to be as non-directive as possible. More 
specific prompt questions were used to follow up on initial open-ended questions. The 
questions in the schedule were adapted in each interview depending on what the 
participants chose to discuss although each main topic area was covered.
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3.5 Interview Process
The interviews were conducted at a hospital base. Either the field supervisor or 
another qualified professional was present at the base when the interviews took place 
in case the researcher needed any support or any risk issues emerged. A quiet room 
was used with no distractions. Prior to the start of the interview, the participants were 
given the opportunity to ask any questions about the research and give written 
consent. Time was taken to settle the participants into the interview before asking 
them questions from the schedule. The interviews lasted for approximately one hour 
and were audio-taped for later transcription.
3.6 Analytic Process
The analytic process was based on Smith et al. ’s (1999) description of IPA. There is 
an idiographic emphasis in IPA where the focus of analysis is on the, individual. 
Analysis begins with detailed exploration of individual accounts to identify themes 
before integrating themes across participants later in the process.
Each interview was transcribed verbatim. A transcript that appeared particularly rich 
was read and re-read by the researcher to ensure familiarity with the account. Notes 
were then made in left-hand margin that reflected initial thoughts about the material, 
such as highlighting key words and phrases and making associations between 
different parts of the text. Emerging themes were then identified and written in the 
right-hand margin. The titles given to the themes were conceptual and aimed to reflect 
the psychological quality of what the participant was saying. The next stage was to 
organise themes semantically and hierarchically by clustering ones that could be 
grouped together and identifying superordinate themes and subordinate themes. These 
themes were continually re-checked against the transcript to ensure that they remained 
consistent with what the participant actually said. Themes were excluded at this stage 
if they lacked evidence from the transcript or were not pertinent to the research 
question. A final table of superordinate and related subordinate themes was 
constructed with example quotations from the transcript that reflected the themes.
Research: Major Research Project 139
Subsequent transcripts were analysed in the same way so that a final table of themes 
was produced for each participant. The whole process was cyclical so that previous 
transcripts were revisited to check for new themes that emerged in later transcripts. 
The themes were then consolidated across participants highlighting similarities and 
differences in individual experiences. The themes that were chosen reflected those 
most prevalent across the transcripts or ones that seemed pertinent in relation to the 
research question. Throughout this entire process, repeated reference was made to 
each transcript to ensure that the themes were reflected in the participants’ accounts. 
A final table of themes capturing the participants’ shared experiences was produced 
with example quotations from each participant.
Participants were invited to meet with the researcher following analysis to discuss 
whether themes that had been identified reflected what they had said. The project 
supervisors were also consulted during the analysis phase to allow for reflection of the 
emerging themes.
3.7 Ethics
Ethical approval was obtained from the Central Office for Research Ethics Committee 
(COREC, see Appendix 4 for evidence of approval) and the University Ethics 
Committee (Appendix 5). Approval from the Research and Development Committee 
within the local NHS Trust where participants were recruited from was also obtained 
(Appendix 6).
During the initial stages of the research, ethical advice was sought from the Service 
User and Carer Involvement Co-ordinator at the university and through a consultation 
with service users from the PD project. From their suggestions, measures were put in 
place to minimise the potential distress experienced by participants. These included 
giving participants a copy of the interview schedule prior to data collection so they 
could prepare for any questions they might find distressing. Participants could also 
seek support during the group meetings facilitated by the PD project if distressed 
following participation. Each member of the PD project had an individualised support 
plan outlining how they could cope in a crisis or when distressed and this could also
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be referred to. The researcher had experience of conducting sensitive clinical 
interviews and was able to monitor participant’s distress and act accordingly if any 
risk issues emerged.
Participants were required to give written consent at the start of the interviews once 
they had been given opportunity to make an informed decision. Potential participants 
were given a detailed information sheet containing enough information to enable them 
to make an informed decision about participation. Participants were told that they had 
the right to withdraw at any point in the study without consequence. Confidentiality 
was assured unless participants disclosed information that suggested they were a 
significant risk to themselves or other people. Participants were informed of limits of 
confidentiality in the participant information sheet and at the start of the interview. All 
data was kept in a locked safe place. The interviews were anonymised when 
transcribed, as pseudonyms were used and other identifying features were removed or 
changed.
3.8 Reflections
IPA emphasises reflexivity from the researcher in terms of how they have impacted 
on the research process and this should be made explicit to the reader. A reflective 
diary was kept throughout the research process and was particularly valuable 
following each interview. The researcher also had the opportunity to discuss 
reflections with one project supervisor prior to the interviews and some of the main 
themes from this are summarised below. Reflections following data collection and 
analysis appear in the Discussion section.
Pre-interview reflections
I had no clinical experience of working directly with people with PD prior to the 
current study. I had worked as an assistant psychologist in a forensic unit pre-training 
where many patients had a diagnosis of PD and listened to how these patients were 
discussed by others involved in their care. My overall impression at this time was that 
PD was one of the most difficult diagnoses to treat and therapeutic optimism was low.
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There seemed to be a certain stigma attached to the label, specifically that people with 
this diagnosis were ‘difficult’, ‘challenging’ and ‘untreatable’. This was echoed in the 
literature that seemed riddled with controversy about the treatability of PD.
I felt disheartened that there were people who might be beyond help, especially as 
these people had often lived through traumatic life events and experienced high levels 
of distress. I wondered what it must be like to be in their shoes and be given a 
diagnosis saying that my personality is disordered when my life had been 
characterised by negative experiences.
Despite this curiosity, I still had some ingrained negative assumptions about PD at the 
start of the research process that was only made explicit after reflection. For example, 
I expected recruitment to be difficult because people with PD are ‘notoriously 
difficult to engage’. I had also referred to the participants as ‘these people’ during a 
reflective discussion with my supervisor prior to the interviews, which we reflected as 
representing that I implicitly viewed people with PD as being different from me.
These reflections made me think about how the assumptions I held about PD could 
impact on the research process, such as influencing what I considered important in the 
data. Some of my implicit views could have impacted on the actual data collection if I 
had not been aware of them. For example, viewing myself as being completely 
different from the participants might have prevented me from gaining the ‘insider 
perspective’ emphasised in IPA.
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4.0 ANALYSIS
Three superordinate themes were identified across analysis of each transcript, each 
consisting of related subordinate themes. A narrative account of each of these themes 
and how they integrate together is presented below. A summary of the superordinate 
themes and related subordinate themes appears in Table 1.
Table 1 Summary of Themes
Superordinate Themes Subordinate Themes
Who am I? 1. Feeling the void
2. Desperately seeking self
3. Hiding behind the façade
4. I don’t really exist
A Person All Over the Place 1. Different costumes for different days
2. Tom between different characters
I Am My Life 1. Trapped in the shadows of the past
2. Losing and finding self through the 
system
4.1 Superordinate Theme 1 -  Who am I?
There was an overriding theme across participants related to experiencing difficulties 
in understanding who they really were. This was reflected across four subordinate 
themes. Firstly, all participants were aware that they lacked a sense of self/identity. As 
a result, several participants described continually searching for somewhere to belong 
to find an identity and this is described in the second sub-theme. Some participants 
reflected that they did have an identity but masked this by putting on a façade to hide 
who they really were, often based on their perceptions of what others expected. Some 
participants had adopted this false identity to such an extent that they had never 
developed their own unique identity or had lost sight of their real identity in the 
process of trying to be someone different. This is represented in the third sub-theme. 
Finally, some participants described being detached from their true self/identity as a 
result of dissociative experiences. Each subordinate theme is discussed below.
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4.1.1 Feeling the void
One of most striking themes that emerged across each participant’s accounts was 
related to them not having a sense of self or identity. Statements such as 7 don’t know 
who I  am ’ (Gary/Neil/Lucy) or 7 feel like I  have no sense o f who I  am ’ (Penelope) 
were common to each transcript.
The participants were able to describe aspects of themselves and their lives but 
despite this still maintained that they lacked an overall sense of self/identity. This was 
illustrated by Gemma:
I know what I  like, I  like dancing, I  love pottery, I  know my tastes in things but that’s 
not the same thing as feeling you know who you are or just not even having to think 
about it, just having a sense o f it
Some participants found answering the interview questions difficult because they 
lacked a sense of self/identity. For example, Lisa reported that ‘7 don’t have anything 
to say about myself’.
The participants were not prompted to talk about this phenomenon during the 
interviews and they all chose to speak about not having a sense of self/identity on 
their own accord. This indicates that the participants were already explicitly aware of 
problems with self and identity as illustrated by Gemma:
I  suppose identity is a similar thing... if  i t ’s there i t ’s there, i t ’s funny you don’t think 
about it too much really. I t ’s only when you don’t have it i t ’s a problem
Some participants spoke about the negative emotional impact of not having a sense of 
self:
I  don’t know if  you can feel me, I  feel like crying but I ’m ju st so confused. Its very 
draining, i t ’s very draining not knowing who or where you belong... (Lucy).
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Despite every participant showing evidence of this lack of sense of self or identity, 
there did seem to be some indication that this is not necessarily permanent throughout 
the lifespan and can be developed. Sarah reflected that in addition to intensive 
therapy, being given a role as a godparent had helped her develop some sense of 
identity and she concluded ^perhaps I ’m not as nothing as I  think I  am \
4.1.2 Desperately seeking self
Most participants made reference to searching for the self-identity they felt they 
lacked including searching for a better understanding of who they are. There seemed 
to be a relationship between searching for identity and finding somewhere to belong:
I ’m searching for who I  am; I ’m searching for where I  belong (Lucy)
There were variations in this ‘search’ process between participants. Peter seemed to 
be searching for somewhere to ‘fit’ by finding the right mental health diagnosis. He 
described the process of self-diagnosing PD after feeling that he could not fully 
identify with other previous diagnoses:
What I  felt was that I  was somewhere in between which came in line with more like a 
personality disorder and I  read the explanation o f  schizoid personality disorder and 
schizoptypalpersonality disorder...
Gary gave various examples of searching for a self/identity by going through different 
phases or interests in an attempt to find his identity. He stated that ‘...it’s almost like I  
feel like a blank canvas so I ’m trying all these things ’. As a result, there was a strong 
theme throughout Gary’s narrative of a lack of commitment as illustrated below:
I  always thought like the amount o f soap dishes that I ’ve bought and been through, 
I ’ve been to like Heals, Habitat, everywhere buying these really nice soap dishes. 
Then I  think ‘no, no, just throw it away, just throw it away, I  don’t want it ’. And then I  
think in a few  days ‘no, i t ’s not right’
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Some participants articulated participating in the research to search for some answers 
about themselves:
Just that I  always keep my eye out for things that will somehow get me some sort o f  
something that will kind o f  connect me to what’s going on and bring some 
insight...
For some participants, the impact of continually searching for a self/identity or a place 
to belong seemed to be at the cost of their emotional wellbeing:
I t’s always been the fact that I ’ve tried to find a place to f i t  in but now i t ’s come to a 
point where I  ju st feel tired, drainedfrom it and basically sort o f given up...(L\xcy)
Hiding behind the facade
Another strong theme evident throughout most accounts was that participants seemed 
to adopt an identity by acting out roles or putting on a façade ’. Some participants 
described doing this because they did not want to identify with who they really are. 
Gary explained that he tried to be like other people from a young age to avoid being 
his real self and this prevented him from developing a firm identity:
And the other thing I  found really difficult at school...I never had my own 
handwriting. I  used to copy other people’s handwriting ... And I  always used to think 
that if  I copied the handwriting then I ’d  be like them. I ’d  be them, I  wouldn’t be me. 
So I  had no idea who I  was
Participants described how putting on a façade also prevented others from finding out 
who they really are. Gemma described hiding her true identity and how she lived in 
‘constant fear that people are going to find out how awful I  am ’. She spoke about how 
this fear of exposure had impacted on her capacity to develop intimate relationships:
Where I ’ve got this intrinsic thing o f ‘oh my g o d ’ when I  let people close and I ’m sure 
that is why I ’ve not had intimate [relationships] or I  have to keep up a thing [front] 
because they’re going to find out...
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Participants seemed to adopt roles or put on a façade based on how they thought 
others wanted to see them. This included protecting people from the level of 
emotional distress they experienced. There was a relationship between putting on a 
façade and having difficulties expressing emotions as articulated by four participants:
I  was acting. Like a role. That’s it, that’s exactly what it is, i t ’s like a role...So when 
I ’m with my friends I  know how to act you know so I  would act in way that they would 
see me bubbly andfun and so they wouldn’t know I ’m hurting inside (Lucy)
There appeared to be a sense that these participants hid their emotional experiences 
because they felt that other people would not be able to cope with them:
...[other people] see me as funny, full ofjokes and you know even when I ’m on the 
ward i t ’s almost like people don’t want to see me sad because it upsets them so 
therefore I ’m forced to laugh andjoke even though I  don’t feel it... (Lisa)
Putting on a front to other people had negative consequences for some participants 
that manifest in various ways:
...my family doesn’t have a clue either... I  mean every time I  go there when I  came 
back I ’m extremely ill because I  had to suppress so many feelings and hide everything 
and sometimes it is too much (Penelope)
There was commonality across some accounts about finding it difficult to maintain a 
façade based on what they thought others expected of them. Gemma, Lucy and Lisa 
all described having the identity of the ‘caring one’ in their families who were 
shocked when they developed mental health problems:
when I  first ended up in hospital it was a complete and utter surprise to my family 
because I ’m the one who normally sort o f like solves all the problems and you know... 
So I  was the least person that they expected to end up on a nut ward (Lisa)
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Gemma articulated anger and resentment that she had accepted the identity given to 
her by others without question, perhaps because this had stopped her from exploring 
alternatives.
The whole caring thing, I ’m really having to challenge that at the moment because I  
think I ’m actually realising how angry I  am about these feelings o f  having to be 
caring
Penelope also described not being able to maintain a false image despite others 
expectations to the contrary when she described giving up her place in a band because 
she felt like a fake ’:
I  didn’t enjoy this anymore. I  don’t know what people are looking at because I  feel a 
fake you know... This is not me; I ’m not enjoying this anymore. And people are like 
‘god you look good, my god you ’re having fun ’
For some participants, continually acting out a façade resulted in them losing sight of 
who they really are. Gary described this as being ^confused with who I  should be and 
who I  am and what the reality is ’.
Despite reflecting on the negative aspects. Gemma acknowledged that putting on a 
front could be advantageous socially due to the negative stigma associated with 
mental health:
...the people that have a social façade are much better off than mental health patients. 
I t ’s the people, the one’s who are isolated that you walk past in the street and think 
‘yeah, they ’re mental health ’
A few participants had increased awareness and acceptance of they really are, which 
seemed to be facilitated through therapy. Peter spoke about accepting what works for 
him and not basing this on social comparison:
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I t’s more useful to look at the things that are working well and what works well for 
me and how can I  cope and not to compare myself to other people
4.1.4 I don^t really exist
Another important theme that seemed to represent fundamental disturbances in 
participants’ experience of self was in relation to dissociative experiences. Five 
participants reflected on times when they had not felt like a ‘real person ’ (Gary) or 
that they did not ^exist’ (Neil). A common theme reiterated by Gary, Peter and Neil 
was a sense of being detached from their actual selves by being an ‘observer ’ or 
‘commentator ’ rather than an active participant:
I  don’t know, sometimes i t ’s as though I  don’t really exist. I ’m just here, I  don’t have 
a life. I t’s almost like watching from a far you see everything going on around you but 
you ’re not part o f  it (Neil)
For some participants, the sense of not being a real person allowed them to behave in 
inconsistent and self-destructive ways, as articulated by Gary:
It doesn’t matter because i t ’s not like I ’m actually a real person. How I  actually feel 
is more o f an image, a creation...so that’s why i t ’s easy to be lots o f different things 
and to behave in lots o f  damaging ways because I ’m not hurting anybody. I ’m not 
hurting myself... I  don’t exist as a person (Gary)
4.2 Superordinate Theme 2 -  A Person All Over the Place
All participants reflected on lacking continuity and integration in their experience of 
self and identity at some point. This included experiences of inconsistency in 
self/identity over time and having multiple and contradictory representations of self 
and others.
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4.2.1 Different costumes for different days
Most participants described a lack of consistency across various aspects of their lives 
that seemed to impact on their sense of sense of self/identity as being stable over time. 
Penelope reflected:
How I  describe myself depends on the day really. Sometimes it depends on my mood. I  
have different interests; it depends on how I  feel on the day
This rapid fluctuation in aspects of the self was also experienced by Gemma who 
spoke of the variability of her opinions from one day to the next. She attributed this 
lack of consistency to not having a sense of self:
I suppose my lack o f  sense o f self sometimes is that I  have different opinions on 
different days and it depends on what day you catch me what I ’ll feel about it
Gary described changing his identity on a daily basis and this seemed to reinforce the 
lack of commitment in certain areas of his life. This could be related to searching for 
an identity or acting out different roles to mask his true self, as identified in the first 
superordinate theme.
I t’s a bit like Mr Benn. I  go to the shop everyday and I  put on a different costume or 
outfit and then I ’m that for the day and then at the end o f  the adventure I  take the 
outfit back to the shop and then I  go home again
Gary reflected that there were some aspects of his life that he tried to keep consistent 
by imposing rigid routines on himself, although he found this difficult to maintain as 
evident by fluctuating to the other extreme of being impulsive:
I  like the fact that I  eat the same food every day and all my clothes are like black, 
white or grey and that’s it, nothing else allowed. So I  like all that strictness but then I  
like my wild side is like being totally reckless
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Several participants described having extreme fluctuations in their mood that seemed 
to impact on their view of themselves as a consistent, stable person. Penelope 
described that her fluctuating mood and mental state made her feel that there were 
different parts to her:
I  will say that there are two different parts o f me... When I  am feeling unwell I  can be 
very withdrawn and I  feel depressed so I  tend to isolate my self...but on the other side 
I  can be really creative or very sociable and can really be quite happy
Lisa described herself as being ‘a person that is all over the place ’ not only because 
of fluctuations in her mood but also because she lacked consistency in several 
external areas of her life:
Like my therapy is all over the place, is it in one place or another. My job  is like on 
this floor or on that floor or on that floor. I  suppose my moods are like here, there 
and everywhere so I  suppose I ’m a person that is all over the place
There appeared to be a desire for some consistency in the participants’ lives, 
especially in relation to emotional stability:
I  suppose being able to cope better and maybe being more level, less peaks and 
troughs and if  I ’m always going to suffer from depression then that’s fine I  can deal 
with that but i f  I  could stay on a reasonably level course (Neil)
Not every participant identified with this theme. Peter acknowledged that although 
some aspects of his identity had changed over time there were others aspects that had 
remained the same:
I  would say there has been lots o f change and there is lots o f  change but I  can also 
see a lot o f  continuity ...like I  go back to like my hobbies.
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4.2.2 Torn between different characters
Participants were also aware that they had difficulties integrating representations of 
themselves and others and this was apparent during the interview, as some alternated 
between contradictory views of themselves or even held these views concurrently. 
Several participants were able to list positive self-attributes but simultaneously 
described not being able to value themselves as people and this seemed to counteract 
the positives qualities described:
I  hove no self-worth so therefore I  don’t think I  can really come up with something. I  
mean I  know I ’m hard-working, I  know I ’m conscientious, I  know I ’m dependable and 
I  know I ’m good for my word and if  I  say I ’m going to do something then I ’ll do it... 
(Lisa)
There seemed to be a shared experience between some participants that although they 
had insight into their positive qualities on an intellectual level they struggled to accept 
these emotionally:
I  think i t ’s difficult because I  suppose I  don’t really see myself as being something 
important. I  suppose I  look at myself as being worthless really. I  know I ’m a very 
capable person but even knowing that doesn ’t matter I  still figure I ’m useless (Neil)
There was a perceived lack of consistency between some participant’s views of 
themselves and how they were perceived by other people; specifically that they saw 
themselves negatively while others saw them in a more positive light:
I  was thinking about these friends ...they would describe me as wonderful really. They 
would describe me as quite warm but the way they describe me that’s not 
really...sometimes I  feel really nasty and sometimes I ’m not nice (Penelope)
Penelope and Neil also described how they could have inconsistent, contradictory 
views of other people that would fluctuate from one extreme to another. For both
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participants, this seemed to be a consequence of their own fragmented and conflicting 
sense of selfridentity:
... I t’s like being two different people. I t’s almost like being a schizophrenic at the 
same time and having two different characters... Well, not so much characters but 
sort o f sides...it’s this black and white again. I t ’s being two ends o f this spectrum and 
you know one could be thinking about someone and like them one second and then the 
scenario going through your mind and the next second you hate them (Neil)
The importance of early experiences on developing an integrated sense of self was 
evident in Lucy’s account, as she described having fragmented self-representations as 
a result of being sexually abused:
I  feel that I ’m a trapped child, trapped adolescent.... So basically yes I ’m sitting in an 
adult body but I ’m not inside, inside my heart and inside my inner body there is a 
little kid there, there’s a teenager, there’s a young adult that wants to go back and 
relive the stages
Both Lucy and Lisa spoke about the constant struggle trying to be all these 'different 
characters ’ (Lucy) and a desire for integration. Lisa described this using an analogy 
where building blocks represented the fragmented aspects of her life and her desire 
for integration was represented by bringing the building blocks together to become a 
‘whole box ’:
I ’m trying to wrap everything up so that it becomes a whole box as opposed to a box 
with building blocks in so I ’m trying to get my life back in the box and everything 
sorted... I t’s ju st that everything seems to be all over the place at the moment I  feel I  
need to have order
Sarah and Peter spoke about how they had been able to achieve some sort of 
integration of representations of self and others through therapy and self-reflection, 
Sarah reflected that she had become aware of the importance of integrating conflicting
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views of other people, although indicated that was difficult and not an automatic 
process.
With my mother I  might just feel really angry hut I  love her because she’s my mother 
and holding two different sorts o f quite opposites is very difficult. I t’s kind o f a black 
or a white... well maybe it is possible to hold the two things and think ‘well ok Hove 
her because she’s my mother but also she does my head in ’...but i t ’s kind o f  
integrating that into the rest o f the self
4.3 Superordinate Theme 3 - 1  Am My Life
The final superordinate theme relates to how life experiences were seen to have 
impacted on participants’ self and identity, specifically participant’s views on the 
impact of growing up and their mental health experiences.
Trapped in the shadows of the past
Most participants described having negative childhood experiences that appeared to 
contribute to the problems associated with self and identity in adulthood. These 
experiences commonly involved other people and included being physically and 
sexually abused, neglected, rejected and emotionally invalidated.
Gary used the metaphor of a plant to articulate the impact he felt his childhood 
experiences had on the rest of his development, which included an inconsistent and 
rejecting environment where his caregivers fluctuated between telling him they loved 
him and being physically abusive:
I t’s almost like if  yo u ’ve got a plant in the room and you don’t give it enough water 
and you don’t give it enough light it won’t grow up right’...it doesn’t get strong
Gary had been adopted when he was a baby and the broken attachment with his birth 
parents seemed to impact on his identification with the culture he was from:
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I  never met my real mum and I ’ve only met my real dad twice...I never fe lt Black 
because I never met my mum and couldn’t tell you want my dad looked like
Gary’s account of growing up was characterised by being different and this included 
being adopted by a family from a different culture. Gary did not seem to want to 
associate with aspects of his identity that made him different from others. Gary 
described experiencing painful rejection for being different, perhaps contributing to 
the rejection he experienced from being adopted:
And I  was fostered into a White family ...I mean it was only painful when other kids at 
school used to say ‘so if  that’s your brother then why is your brother White and 
you ’re Black? ’
Ga^’s experience of being different as a child seems to relate to the themes described 
earlier of searching for an identity or place to belong to fit in with others and rejecting 
aspects of his original identity to facilitate this.
Neil described similar experiences to Gary as he too was adopted as a baby and was 
unaware of where his familial roots. Neil also experienced broken attachments with 
his adoptive family.
I  think maybe it was confusing because I  was adopted from birth and I ’m not actually 
sure where I  was for first three weeks so I  don’t know...I’m pretty sure my mother left 
me so I  was possibly in a hospital so obviously that links gone and the people who 
adopted me that sort o f didn’t really work out...
Neil spoke about a cycle of rejection that seemed to stem from his earlier experiences 
where as an adult he expects and perceives rejection even when it does not exist to 
support his belief that he is ‘useless ’ :
I  suppose a lot o f  my problems come down to rejection. Everything, everything’s sort 
o f viewed as this rejection... I t’s a sort o f self-fulfilling prophecy I  suppose. Every
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time something, whether you ’re actually being rejected or not you view it as rejection 
and then i t ’s just backing up the fact that you ’re useless
It would seem from Gary and Neil’s accounts that disrupted early attachments, 
specifically not being aware of one’s own roots, and experiences of rejection 
significantly impacted on the development of later problems related to selfridentity.
Several participants reflected that their problems started during childhood and 
persisted into adulthood, as described by Peter:
I  would say that it [problems with self/identity] went much further back than 
university. I  mean at school I  was rather shy and anxious when I  was young, you 
know under ten (Peter)
Lucy described that aspects of her childhood had been Jaken away ’ from her because 
of being sexually abused from a young age and she was angry that she would never be 
able to relive her childhood again:
I ’ve lost... I  lost a lot. H ost what could have been the happiest days o f my life really as 
a child... I ’m very angry because that part o f my life is gone and I  want it back you 
know
As discussed earlier, this seemed to contribute to a fragmented self/identity in 
adulthood where Lucy felt like she was baby, child and teenager trapped in an adult’s 
body. Lucy suggested that some of her behaviours as an adult reflected the 
developmental stages she did not progress through because of the abuse:
So I ’m acting out like a baby who wants to be nurtured, then a toddler who wants to 
be played with or entertained or cuddled and then an‘adolescent who is rebellious 
and wants to get out there and do things like normal teenagers do
Gemma, Neil and Sarah also described missing out on aspects of their development 
due to childhood experiences. For example. Gemma reported that she missed out on
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adolescence because of expectations placed on her by her family and this contributed 
to her developing an identity of not having any needs:
I  remember being told as an adolescent my mum said ‘oh, you ’re here to make me 
happy’...my mum said ‘you ’re always so happy, yo u ’re always looking after other 
people ’. You know I  never had any adolescence ...until I  was thirty I  wasn ’t conscious 
o f having any needs
Neil reflected that he had to take on a lot of responsibility from a young age at the 
expense of his emotional development:
I  think I  grew up very young. In some ways I  was very, very mature for my age but not 
emotionally. It was like I  sort o f  completely skipped that level and I  sort o f  had a lot o f  
responsibility on my shoulders from a young age but I  missed out on that emotional 
growing up
Sarah felt that she had missed out on aspects of growing up as prescribed by society:
And feeling on the outside o f  society and my family and my sister and brother. 
They’ve had jobs and married and have children and houses...And I  kind o f think at 
times Ifeel like I ’ve missed out on a big chunk o f the rites ofpassage ofgrowing up
Like Gary, Sarah described being different and not fitting in when she was growing 
up:
I  had a group offriends but I  never really fitted in or fe lt as if  Ifitted in anywhere
Every participant described having relationship difficulties as an adult and for most 
participants these seemed to stem from earlier experiences. Penelope spoke about 
isolating herself from and not depending on others because of earlier losses, despite 
recognising that this was not an adaptive way of coping:
Because I  lost really important people in my life close to me who always thought 
they’re going to be there for me and because o f circumstances they’re not with me. So
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Fm just trying to manage life myself I t’s not healthy and i t ’s not good hut that’s how 
it is at the moment
Neil explained that his problems interacting with other people originated in childhood 
when he started ^shutting down when I  was very young as protection’ and he 
described having difficulties empathising with others as this was absent when he was 
growing up:
I think something I  lack was empathy as I  didn’t have enough o f it beaten into me 
when I  was child. But also to a point I  think i t ’s maybe also something that I  sort o f  
shut off
Lucy articulated that her experiences of being abused did not provide her with a good 
model of how to develop relationships as an adult:
I f  you think about it when you ’re a kid you ’re meant to have that bond to know, you ’re 
meant to know what a relationship is. But to me a relationship is sexual, that’s how I  
grew up
The abuse impacted on Lucy’s capacity to trust others and this was even reflected in 
her choice work in an agency rather than permanent to avoid developing relationships:
So say I  set my job  up and I  worked there full time, well that job  you ’d  have to trust 
everyone basically and I  have no trust for no-one so it didn’t matter where I  went 
because I  couldn’t form that trust or relationship with nobody
Gary spoke about the impact of being in sexual relationships when he was aged 
twelve but was ambivalent about whether this constituted abuse. He reflected that he 
engaged in these relationships to make others happy:
I  learned at a very young age how to make people happy, how I  could make people 
happy. I  look back now and people talk about child abuse and I  think I  was abused 
but part o f  me struggles with that because I  encouraged that and wanted it...
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Gary’s account reflected a common relationship between broken attachments and 
rejection and dismissing one’s own needs and aspects of self/identity to be accepted 
by others. The earlier theme of putting on façade dependent on others perhaps stems 
from experiences of rejection in childhood and a lifelong pattern of changing 
themselves to fit in and be accepted.
There was a belief among some participants that despite the impact of negative 
childhood experiences, they were still responsible for their future and this gave them 
some optimism for change.
[About having PD] I  completely acknowledge that about myself and also that gives 
me quite a lot ofpow er...if I  can change what I  do... I ’ve had experiences that I  know 
haven’t helped me. My family, my dad was an alcoholic but I  know that i t ’s the way I  
react to things that causes me problems... (Gemma)
4.3.2 Losing and finding self through the system
Each participant reflected on the impact of mental health experiences on identity. 
Some participants described experiences of being on inpatient wards as 
dehumanising:
I ’ve had some really bad experiences. And actually that had a massive impact on me 
at a time when I  was really depressed I  was put on this ward and I  was treated so 
abysmally and I  ju st fe lt so de-humanised...just made me feel like scum (Gemma)
Neil described how his mental health status contributed to a loss or absence of 
identity:
I  think i t ’s the thing that stops me from being a person. I t ’s the part o f me that is 
missing I  think
In contrast, Sarah reported that her mental health status was the defining aspect of her 
identity in the past:
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I  felt my life was defined by only knowing and being in the mental health system, only 
being unwell, only struggling on not really feeling like I  had much o f anything else
Similarly, Lisa described how her 'world does revolve round work and trying to stay 
out o f hospital’.
One of the most common and significant experiences described by participants were 
experiences of not being listened to or understood by the mental health system.
After a suicide attempt I  was on the ward for three weeks and not one nurse came to 
sit with me and say 'right, what’s been going on ’. Its soul destroying (Gemma)
This included an emphasis on having somebody to listen rather than being prescribed 
medication:
Ifeel that sometimes i t ’s ju st about listening and it ’s not that you always need to have 
these pills shoved down your throat (Lucy)
Perhaps these experiences contributed to experiences of rejection and invalidation 
experienced by the participants throughout their lives. This can be seen from Lisa’s 
experiences when therapy came to an end:
I  was told I  wouldn’t be rejected anymore. I had been rejected from here and rejected 
from wherever so I  wasn’t willing to be rejected yet again
Lucy spoke about rejection in terms of 'pushing away’ help despite desperately 
wanting to be helped. This resulted in her being rejected by others and not receiving 
the help she needs.
I ’m getting the care that I ’ve always wanted but I  don’t know how to take the care... 
so therefore I ’m pushing it away and unfortunately the people who are caring for me 
are not understanding so they ’re moving away so I ’m losing out whichever way I  go
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Sarah raised the issue of power dynamics in the therapeutic relationship and this 
seemed important considering that several participants described having low self- 
worth that might have prevented them from challenging such power imbalances:
Ifelt from day one that something wasn’t right but I  kept thinking i t ’s just me because 
she’s the expert, she’s the therapist, she’s the consultant therapist, she should...so it 
must be me, it can’t be her
Some participants described having positive experiences with the mental health 
system and these seemed to be related to a sense of being empowered. For example, 
Sarah reflected on the unique experience of being consulted when joining the PD 
project:
And I  went along and I  ju st ‘wow, this is quite amazing really ’. They ’re asking what 
we want and nobody does that
Lucy echoed Sarah’s views about being empowered by the group and the importance 
this had in relation to regaining a sense of control in her own life. She also reflected 
another common theme about the importance of having support from people with 
shared experiences:
You’re in the power, that’s a big thing for me to be still in control o f  my life and what 
I ’ve got to say and getting the support from other people that have been in similar 
situations
Another important issue discussed by each participant was the impact of receiving a 
diagnosis on identity. As mentioned previously, not everyone in the study had been 
given a formal diagnosis of PD. Peter described identifying with a diagnosis of PD 
from his own research because he felt it was the best explanation when searching for 
an understanding of his difficulties:
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I  must have heard about it [PD] in my initial research at the point I  didn’t have any 
idea o f what was going on...but then I  guess the idea became a lot clearer to me when 
I  attended a conference and through meeting people there I  thought actually this 
could be very applicable to myself
Neil had not been formally diagnosed with PD and was ambivalent about accepting 
this as a possibility despite identifying with characteristics of a PD as outlined on the 
PD project’s leaflet:
I  sort o f looked at it [the leaflet] and thought ‘personality disorders, I ’m not sure 
about that’... it didn’t appeal to me but the middle page o f all the problems I  could 
tick all those boxes
Other participants were ambivalent about receiving a diagnosis of PD and reflected 
that although they could identify with some aspects of the diagnostic criteria they felt 
that it did not describe them entirely:
It doesn’t describe my whole way o f being. Yeah, I  can identify with but reading about 
it, it looks quite clinical and basic. There’s more to it... I  can relate to some things but 
I  would say that I  have underlying things as well (Penelope)
Lisa could identify with the diagnostic criteria but rejected the label of PD as being a 
defining aspect of her identity:
...when I  read the criteria it was like they wrote it for me but I  don’t go round saying 
‘yeah. I ’m BPD ’ because I  don’t think the label is who you are
Gemma described finding it difficult to accept the label due to the negative 
connotations associated with PD but could accept the meaning:
When they gave it to me I  was like ‘who wants that diagnosis ’ but once you get 
through to the meaning. I  don’t think they should call it those words, i t ’s horrible and 
very pejorative and that’s why i t ’s hard to hear
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A huge concern for some participants was the stigma associated with mental health 
problems, especially having a diagnosis of PD. This was problematic when attempting 
to reintegrate into society, as described by Gemma when applying for jobs:
When you ’re doing things like applying for jobs and having to put it [diagnosis] on 
your form because it makes you look... on paper I  look awful and I  don’t think you get 
that impression when you meet me but if  you see me on paper I  just look like a mad 
nutcase with all my admissions
Some participants reflected that being given a diagnosis was a positive experience as 
it took away some of the self-blame they had attached to their problems:
It felt quite good because I  saw my life in a fairly negative way at that point through 
having been in hospital and it was a relief that it wasn’t all my fault. Whatever the 
problems I  was having that there was a reason for it (Peter)
Sarah described receiving a diagnosis as being 'some small validation in how I  fe lt’, 
although felt that her identification with different diagnoses had changed over time:
I  can kind o f  identify with that [PD] but over the last five years I  think that as I ’ve 
kind o f settled down a bit more I ’m more on the anxiety to depression
Finally, Lucy reported that having a diagnosis of PD had provided her with a sense of 
identity as ‘when you get a diagnosis you know you ’re fitting into a group ’.
4.4 Integration of Themes
Each participant was aware of problems in their experience of self and identity. This 
included not having a sense of who they were and searching for a place to belong, 
such as identifying with a diagnosis to provide an identity. Most participants had a 
‘false’ self/identity created externally and dependent on relationships with others that 
either masked or replaced their ‘true’ self/identity. Disturbances in self were 
exacerbated by dissociative experiences that left participants feeling unreal and
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detached from their lives. Although participants described lacking any identity, they 
actually had several fragmented identities and this seemed to contribute feelings of 
not knowing who they were. The difficulties experiencing self were distressing for 
most participants and there was a desire for a firm, stable and integrated sense of 
self/identity.
Negative childhood experiences such as rejection, abuse and invalidation were 
implicated in the development of disturbances in self and identity in most accounts. 
Some participants seemed to have developed the ‘false self from a young age 
whereby they changed themselves to be accepted by others. Mental health experiences 
contributed to disturbances in self/identity although provided an identity for some 
people.
4.5 Credibility Checks
Five of the eight participants met with the researcher following analysis to discuss the 
themes that had emerged and to act as a credibility check. The themes were presented 
verbally to the participants including interpretations of integration between themes. 
Each participant identified with the themes that emerged and discussed these further 
in relation to their own experiences, indicating that they were not just agreeing on 
face value.
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5.0 DISCUSSION
The following discussion will present a summary of the analysis in relation to existing 
theory and research. Attention will be paid to the evaluation of the research followed 
by discussion of clinical, theoretical and empirical implications of the findings.
5.1 Findings in Relation to Existing Literature
The themes that emerged from the analysis are supported by pre-existing literature, 
much of which was referred to in the Introduction. Smith and Eatough (2007) 
emphasise that theory and research should not be used to guide analysis in IPA but 
drawn upon if triggered by what participants have said. This was maintained during 
the current study.
5.1.1 Who am I?
Every participant described experiences that reflected disturbances in self and identity 
as emphasised across several different theoretical models of PD. Each participant 
described not having a sense of self or identity with reflections such as 7 don 7 know 
who I  am \  Jorgensen (2006) reported that not being able to answer questions like 
‘who am I?’ is characteristic of the syndrome of identity diffusion in PD. The 
participants seemed to have difficulties experiencing a sense of self as highlighted by 
Heard and Linehan (1993) and Westen and Cohen (1993).
The participants seemed to experience negative emotions in relation to lacking a sense 
of self/identity. This mirrors the ‘painful incoherence’ component of identity 
disturbance found by Wilkinson-Ryan and Westen (2000) in their factor analysis 
study on people with PD. Kreisman and Straus (2004) describe painful incoherence as 
reflecting experiences of feeling lost and empty in the absence of a firm identity. They 
also suggest that painful incoherence is characterised by a ‘need to fit in’ (pp68) and 
this was reflected in the ‘Desperately seeking self sub-theme in the current study. 
The need to find one particular identity to fit into as described by some participants, 
such as a diagnostic category, reflects ‘role absorption’. This was another component 
identified by Wilkinson-Ryan and Westen.
Research: Maj or Research Project 165
In contrast, some participants were unable to commit to any single aspect of identity 
and spent their lives searching for who they are. This inability to commit to roles, 
values and relationships is emphasised throughout the literature on PD (e.g. Ahktar, 
1984, 1992). In terms of Marcia’s (2006) identity statuses, this seems to represent a 
state of Moratorium where exploration is ongoing but commitments are vague as 
opposed to Identity Diffusion where exploration is limited. There was a sense that 
some participants could not commit to an identity because nothing they tried felt 
‘right’.
Another predominant theme that was emerged from most participants’ accounts was 
putting on a façade or acting out roles in front of other people. The different roles 
acted out by participants seemed to reflect what they thought other people expected 
from them. For some people this façade was to mask who they really were and there 
was a fear of their real/self identity being exposed. For others, the façade was adopted 
from such a young age that they lost sight of who they really are as seen in Gary’s 
account. There was also a shared theme between some participants of putting on a 
front to hide the intense, distressing emotions they experienced as they felt that other 
people would be unable to cope with this.
This phenomenon is repeatedly highlighted in the literature on PD and often referred 
to as a ‘chameleon-like’ identity (e.g. Ahktar, 1984, 1992) where a person changes 
who they are based on who they are with. Deutsch (1942) originally described this in 
terms of the ‘as-if personality’ and Winnicott (1960) in terms of the ‘false self. 
Normative theories of self-presentation (e.g. Schlenker, 2003) describe how 
everybody presents in different ways depending on who they are with and this was 
even recognised as being adaptive in some situations by participants in the study. The 
difference in people with PD is that they lose their own identity in the process 
(Westen & Cohen, 1993) or depend on others to provide them with one that they 
lacked in the first place (Jorgensen, 2006). Most participants in the current study 
described the difficulties involved in maintaining such a façade and how this could 
have negative consequences on their well-being.
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The participants were aware of difficulties experiencing self, although for some this 
awareness only developed through therapy or self-reflection. Some participants had 
realistic expectations of their ‘wished-for selves’ in contrary to Westen and Cohen’s 
(1993) research findings.
Finally, some participants reported having problems in self due to dissociative 
experiences, such as not feeling like a real person or that they existed. This included 
feeling like they were a commentator or observer of their own life rather than an 
active participant. This phenomenon is also widely reported in the literature on PD 
(e.g. Heard & Linehan, 1993). Some participants indicated that they could self-harm 
because they were not doing it to a real person. Previous research has supported the 
relationship between dissociation and self-harming behaviour regardless of whether 
the person has a diagnosis of PD (Zlotnick et ah, 1999).
5.1.2 A Person All Over the Place
The second superordinate theme is also supported in the literature and reflects how 
most participants lacked a stable and integrated self/identity. One of the subordinate 
themes referred to how participants had multiple, fragmented and contradictory 
representations of themselves and others. This mirrors Kemberg’s (1975, 1984) 
conceptualisation of identity diffusion. There was evidence of splitting representations 
into ‘all-good’ and ‘all-bad’ and fluctuating between the two, such as rapidly shift 
from liking someone to hating them.
Several participants seemed to hold contradictory self-representations simultaneously, 
for example listing positive attributes then immediately describing the overall 
negative view they had of themselves. Some participants explained that although they 
were aware of the good aspects of themselves on an intellectual level, they had 
difficulties accepting this and rejecting the view that they are ‘bad’ on an emotional 
level. This reflects the distinction made by Ellis (1994) between ‘intellectual insight’ 
and ‘emotional insight’. The former refers to knowing something on a cognitive level, 
such as being aware of one’s positive qualities, whereas the latter takes this a step 
further by actually believing with conviction that one has these positive qualities. 
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Penelope described the contradictions in terms of imagining that others viewed her 
positively whereas she viewed her self as 'really nasty and sometimes I ’m not nice ’. 
This perhaps relates to the fear of being exposed and therefore putting on a façade as 
described earlier.
The participants’ difficulties in believing positive self-representations seemed to be 
related to their overriding low self-worth. Westen & Cohen (1993) found that 
participants with PD had very low self-esteem and that this would fluctuate mostly in 
a negative direction. They proposed that significantly low levels of self-esteem were 
related to a predominance of negative self-representations.
Most participants seemed to be aware of the contradictory representations of self and 
others and expressed a desire for integration. This is contrary to some descriptions in 
the literature that posit that people with PD are generally unaware of such 
contradictions and are unable to resolve them (e.g. Clarkin et a l, 2007). Some 
participants in the current study reported that therapy and self-reflection had 
facilitated awareness of such contradictions and they had been able to achieve some 
integration although this was a difficult process.
Most participants lacked consistency in aspects of their self or identity over time, 
describing how their self-concept, opinions, moods and behaviour would fluctuate 
rapidly. Kemberg (1975, 1984) proposed that having multiple, contradictory 
representations of self and others characteristic of identity diffusion would lead to 
inconsistencies in mood and behaviour that would result in an absence of temporal 
continuity in self/identity. This has been supported throughout the literature on PD 
and there is agreement that consistency in emotions and behaviour is necessary for a 
stable sense of self/identity (Linehan, 1993). Marcia (2006) reported that instability in 
these areas would prohibit a person from engaging in meaningful exploration and 
make firm commitments necessary for Identity Achievement.
Clarkin et a l (2007) reported that another consequence of identity diffusion is that 
people with PD will view the world in ‘all-or-nothing’ terms and have intense and
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unstable opinions, as described by Gemma. Lack of consistency in self/identity over 
time also results in a lack of commitment in various aspects of life (Jorgensen, 2006). 
This was most evident in Gary’s account who would try to impose commitment and 
routine into his life but would not be able to maintain this and shift to the other 
extreme of being reckless. Perhaps the impulsivity characteristic of some types of PD 
(DSM-IV-TR, 2000) is a result of people not being able to maintain the commitments 
they try to impose in their life and going to the other extreme instead.
Participants had insight into the inconsistencies in aspects of themselves over time 
and several articulated this caused problems in their lives and they ^wished they were 
more stable, especially in relation to their emotional experience. Wilkinson-Ryan and 
Westen (2000) identified inconsistency as one of the components of identity 
disturbance in their factor analysis study and reported that this was not distressing for 
the participants. The findings of the current study suggest otherwise.
5.1.3 I Am My Life
All participants reflected in some way on the impact of past life experiences on self 
and identity. Interestingly, most participants described how earlier childhood 
experiences had impacted on the development of self and identity despite not being 
explicitly asked about this. One of the most striking themes across accounts were 
stories of problematic attachments with significant others during childhood, including 
inconsistency, rejection, abuse and invalidation. These experiences are mirrored in 
research studies on the development pathways of PD, specifically BPD (e.g. Zanarini 
& Frankenburg, 1997).
Attachment theories emphasise the importance of early relationships on the 
development of the infant’s representational system necessary for the formation of 
self and identity (Moorey, 2006). In particular, Fonagy and colleagues (e.g. Bateman 
& Fonagy, 2004) propose that disruptions in early attachment will affect the child’s 
ability to mentalize. This refers to the ability to attribute mental states to self and 
others and is dependent on the caregiver’s capacity to accurately mirror and contain
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the child’s affect but at the same time differentiate it from their own. Neil provided an 
example of mentalization difficulties arising from early experiences when he 
described difficulties empathising with others because he was never shown empathy 
as a child.
Another important aspect of this subordinate theme reflected how experiences of 
rejection during childhood lead to persistent expectations of being rejected. The 
concept of rejection sensitivity (e.g. Feldman & Downey, 1994) is useful in 
understanding this phenomenon and has been applied to research on people with PD 
(e.g. Ayduk, 2008). Rejection sensitivity is used to describe people who as a result of 
early experiences believe that rejection is inevitable and will interpret any interaction 
in a way that supports this view even when there is no evidence. This will impact on 
an individual s mood and behaviour, such isolating themselves to avoid rejection as 
evident in Penelope’s account.
For some participants, rejection manifest as being different to others from an early 
age. This perhaps related to participant s search for somewhere to belong and putting 
on a façade to fit in with others expectations in the hope that they will be accepted 
instead of rejected. There has been longstanding recognition in the literature (e.g. 
Masterson, 1988) that early experiences of rejection and not fitting in lead to the 
development of a ‘false self to protect from painful feelings, although ultimately 
prevents a person leading a fulfilled life. The desire to be accepted can also place 
people in vulnerable positions, such as Gary’s description of engaging in situations 
that could be seen as abusive to make others happy.
Lucy provided a powerful account about the impact of childhood sexual abuse on the 
development of self and identity. She reflected that her childhood had been t^aken 
away’ and as a result she remained fixated at each developmental stage, having 
multiple and fragmented self-representations at each age. Kemberg (2006) identified 
that childhood abuse can lead to disorganised attachment and this can combine with 
other factors to prevent integration of representations of self and others necessary for 
development of a secure self and identity. Lucy also described having problematic
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adult relationships as a result of not having any positive models of relationships when 
growing up, such as not being able to develop the capacity for trust. Such problems 
have been identified throughout the literature on adult survivors of childhood sexual 
abuse (e.g. Ainscough & Toon, 2000). The impact of childhood sexual abuse on the 
development of self and identity in PD is important to consider given the high 
incidence of sexual abuse found in people with PD, especially BPD (Zanarini et al., 
2002).
Other participants described loss in relation to missing out on aspects of their 
development. Gemma spoke about not having ‘any adolescence’ as her identity 
growing up was to attend to the needs of her family. Neil reflected that his emotional 
development was disrupted as he ‘grew up very young’ in other ways. Both these 
accounts reflect examples of ‘invalidating environments’ emphasised by Linehan 
(1993) in the development of BPD. Invalidating environments include ones where the 
caregivers’ needs are prioritised over the child’s and when caregivers overestimate the 
amount of responsibility that a child can cope with as reflected in these accounts. 
Erikson (1959, 1968) emphasised that a supportive environment during development 
is essential for the formation of a stable and coherent identity.
Participants did not entirely blame their early life experiences for the problems they 
experienced in relation to self and identity and some felt empowered that the 
responsibility for change was placed with them. This contrasts with the observation 
that people with PD often have view themselves as the ‘victim’ (Davies & Frawley, 
1992).
The second subordinate theme reflected the impact of mental health experiences on 
self/identity. Mental health status was the defining aspect of identity for some 
participants whereas such experiences contributed to a loss of identity in others. Most 
participants described negative experiences of the mental health system that resulted 
in some feeling ‘dehumanised’. There was a shared experience of feeling unheard and 
not understood. Some participants emphasised the importance of being allowed space 
to talk about their experiences although recognised that there was sometimes conflict
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in accepting support. This seemed to be related to a perceived rejection by services 
that resonated with earlier experiences and resulted in disengagement from services. 
This could be understood in terms of rejection sensitivity described earlier. Some 
participants reflected on power dynamics in the therapeutic relationship and 
associated positive experiences of receiving help when empowered in the process. 
The importance of empowerment when working with people with PD is supported by 
the findings from other research projects using qualitative methods (Nehls, 2000).
The other important aspect of this sub-theme was the impact of receiving a diagnosis 
of PD on self and identity. The responses were mixed in relation to this issue, as some 
participants rejected the label whereas other reflected that having a diagnosis was 
validating and provided them with an identity. Previous research has also produced 
inconsistent findings in relation to this. For example. Stalker et a l (2005) conducted a 
qualitative study and found that half of the 10 participants described the PD label as 
pejorative whereas others thought it was better to have a diagnosis than nothing at all. 
Some participants in the current study expanded on this by saying that they identified 
with the diagnostic criteria but did not want to identify with the label or that the 
criteria did not capture their experiences in entirety. Zanarini et a l (2006) argues that 
the DSM diagnostic criteria does not accurately represent BPD as reflected in her 
research over the past 20 years and misses out important aspects of the problems 
faced by people with this diagnosis.
Participants discussed the stigma associated with the PD label that increased social 
exclusion experienced by the participants. Wright et a l (2007) emphasise that the 
public often view PD as synonymous with dangerousness and evil as a result of media 
portrayals. Stigma is also evident amongst professionals and people with PD are often 
viewed as the ‘unpopular patient’ (Wright et a l, 2007, pp.237) and elicit negative 
reactions in people working with them. Views such as PD being untreatable have also 
been stigmatising and prevented access to services (National Institute for Mental 
Health in England, NIMHE, 2003).
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5.1.4 Summary
The findings reflected in each of the three superordinate themes seem to support and 
expand upon existing theoretical and empirical literature on self and identity in PD. 
Before discussing the implications of these findings, consideration is given to the 
evaluation of the study.
5.2 Evaluation
This includes consideration of criteria used to evaluate qualitative research and 
discussion of some more specific issues including problems with definition, impact of 
diagnosis and methodological issues.
5.2.1 Evaluative criteria
Willig (2001) discusses how the criteria traditionally used to evaluate quantitative 
research are not appropriate or meaningful for evaluating qualitative research. There 
is no agreed consensus on how best to evaluate qualitative research and several 
different sets of criteria have been developed. Elliott et al. ’s (1999) criteria have been 
chosen to evaluate the current study as it is described as being located in a 
phenomenological-hermeneutic tradition (Willig, 2001). The criteria was used a guide 
and not adhered to prescriptively. Barbour (2001) cautions that the unquestioning use 
of ‘one size fits all’ criteria to direct qualitative research is contrary to the principles 
behind qualitative methodologies and can compromise the exploratory contribution of 
such methods. Some of the criteria that were suitable for the study are outlined below.
• Clarity o f  presentation — Yardley (2000) also referred to this as ‘transparency’ 
in detailing every aspect of data collection and analysis. Attempts were made 
to provide explicit details about each stage of the research process in this 
write-up, such as including an example of a fully analysed transcript in the 
appendices.
• Grounding in examples -  each description and interpretation made during the 
analysis were grounded in the participants’ accounts by using example 
quotations.
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e Providing credibility checks -  this included meeting with participants post­
analysis to establish whether the themes identified reflected what they had 
actually said and consulting with the project supervisors about emerging 
themes during the analysis process.
• Owning one’s perspective -  Reflexivity by the researcher was an integral part 
of the process and resulted in awareness and ownership of the pre-existing 
beliefs and assumptions that could impact on the research. Reflections have 
been made transparent throughout this report and some of the keys ones 
written at the end of the research process appear below.
Final reflections
One of the most ingrained assumptions I had prior to data collection was that people 
with PD were difficult to engage and this left me concerned that nobody would 
volunteer to participate. My assumption was challenged when people from the PD 
project showed interest from the initial consultation stage and when eight people 
volunteered to participate within the first week of advertisement. The participants 
were intelligent, enthusiastic and wanted an opportunity to express their view. Like 
me, they wanted to contribute to understanding and knowledge of PD to help the 
mental health system move forward in working with people with this diagnosis.
Another assumption I had prior to the study was that people with PD were ‘different’ 
to me. This was also challenged when some participant’s accounts struck a chord with 
my own experiences, such as the impact of being perceived as the ‘caring one’ in our 
families. I experienced empathy with the participants, especially when they spoke 
about traumatic life experiences and self-destructive behaviours they engaged in to 
cope with their emotions. This is contrary to some views in the literature that it is 
difficult to develop an empathie relationship with people with PD.
Some of the assumptions I had about the predominance of negative life experiences in 
people who identify with PD were justified to some extent. There were also stories of 
positive experiences and recovery and these instilled in me hope and optimism. I 
needed to step back from my assumptions of negativity to hear these stories. This was 
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helped by remaining curious and allowing my existing beliefs to be challenged 
through reflection.
5.2.2 Problems with definition
As mentioned at the start of the report, some theorists emphasise that the terms self 
and identity represent distinct theoretical constructs and should differentiated 
between. This was not always possible during analysis of the current study and the 
terms were used interchangeably, especially when it was not clear whether the 
material reflected issues relating to self or identity or the participants used these 
words to describe their experiences. Every attempt was made to capture the essence of 
participants’ experiences during the current study as emphasised in IPA (Willig, 
2001) and use of the terms ‘self and ‘identity’ were used as a means to reflect these 
experiences as opposed to attempting to represent exact theoretical constructs. Fitting 
participants’ experiences into defined operational constructs would actually be 
contrary to the principle of IPA where theory is seen to inform rather than guide 
analysis (Smith & Eatough, 2007).
5.2.3 Diagnostic issues
A decision was made not to exclude participants who identified with characteristics of 
PD if they did not have a formal diagnosis. This was based on the problems associated 
with the diagnosis of PD, such as poor reliability and validity (Pilgrim, 2001) and 
professionals withholding the diagnosis from their patients (Clafferty et a l, 2003). 
The impact of this decision on the findings of the study is considered below.
There were shared themes across all participants despite not all of them having a 
formal diagnosis of PD, indicating that the inclusion criteria of identifying with 
characteristics of PD was sufficient to ensure homogeneity of the sample. It should be 
noted that despite this inclusion criteria, six of the eight participants had a current 
diagnosis of PD given to them by a mental health professional, specifically BPD. Due 
to the predominance of BPD among the participants, other types of PD diagnoses 
were not necessarily represented in the study. The current study did not aim to 
differentiate experiences of self and identity across different types of PD and such 
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differentiation might be meaningless as there is often overlap between types of PD 
(Dolan 1997).
One of the participants (Peter) who did not have a formal diagnosis of PD 
demonstrated some differences from the rest of the sample, such as describing a more 
consistent sense of self and achieving some integration of aspects of self. However, 
some of these differences were shared by another participant (Sarah) who had a 
formal diagnosis of BPD, indicating that such differences might be related to other 
factors such as stage of recovery rather than due to the presence or absence of a 
formal PD diagnosis.
Although all participants identified with characteristics associated with PD, they only 
comprised a section of people who this could apply to. Participants were selected 
from a PD project where attendance is based on self-referral and therefore the group 
members are usually motivated to seek help. This means that people who identify 
with PD but are excluded from services for a variety of reasons, such as severity of 
difficulties, were not represented in the current study. In addition, previous contact 
with services might have resulted in participants being aware of problems associated 
with PD, including self and identity, and this might have guided their responses 
during the interview. This might be even more important to consider given the 
predominant theme of self-presentation among the participants and attempts to say 
what they think others expect. However, their accounts appeared genuine and 
participants were able to expand on descriptions more so than if they had just been 
reciting diagnostic criteria or reading material.
5.2.4 Methodological issues
There are some issues relating to the choice of IPA as a methodology and 
characteristics of the sample that need consideration.
The main emphasis of IPA is to gain insight into the participant’s experiences of a 
particular phenomenon and is based on descriptions by the participants that are 
interpreted by the researcher (Smith et a l 1999). IPA does not aim to establish cause- 
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and-effect relationships. The interpretations made during the current study provide an 
insight into the experience of self and identity in participants but does not explain why 
these experiences occur. For example, although participants spoke about the impact of 
negative life experiences, a causal inference cannot be made about these experiences 
and later disturbances in self and identity. However, the findings of the current study 
can be used to guide future research ideas using quantitative methods that can 
investigate causality.
Another difference between qualitative and quantitative methodologies is the issue of 
generalisability. Findings from the current study cannot be generalised in a traditional 
quantitative sense to the larger population of people who identify with PD due to the 
small sample size. Eight participants were interviewed in the current study and this 
was considered sufficient to ensure justice was given to an in-depth analysis of the 
transcripts. Smith and Eatough (2006) propose that although ‘empirical 
generalisability’ might not be established without larger sample sizes, there can still 
be ‘theoretical generalisability’ where the reader can generalise the findings of a study 
to their own personal and professional experiences as well as existing literature.
5.3 Implications
One of the evaluative criteria for qualitative research is the contribution it makes to 
knowledge, including clinical practice and service delivery. Coyle (2007) referred to 
this as the ‘so what’ question. Several implications arose from the current findings 
and these have been divided into impact on theory and research and recommendations 
for clinical practice.
Impact on theory and research
Most of the findings supported existing literature. The unique contribution made by 
the current study was the focus on participants’ accounts of their experiences of self 
and identity. This seemed important as the predominance of theory and research on 
self and identity in PD is based on anecdotal evidence from the clinician’s perspective 
or quantitative methods that focus on predetermined variables rather than allowing 
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participants to speak freely about their experiences. Despite similarities, some aspects 
of the participants’ accounts conflicted with existing literature. One of the most 
striking examples was the level of understanding participants had about the 
contradictory and fragmented representations they had of self and others, which was 
described as being absent by theorists such as Kemberg (1984).
One potential limitations of qualitative research is not being able generalise to the 
larger population. Smith and Eatough (2006) emphasises that IPA aims to explore in 
depth a group of people’s experiences and does not proffer to draw conclusions about 
other groups. This can be achieved by accumulation of subsequent studies. This could 
include similar qualitative studies using different groups of participants so that 
comparisons could be made or the development of research using quantitative 
methods that have the benefit of generalisability. The evaluation of the current study 
highlighted possible areas of future research and some of these are outlined below:
1. Exploring experiences of self and identity in people with different types of 
PD;
2. Identifying participants with experiences of PD who are excluded from 
services and might have a different range of experiences;
3. Additional studies need to be designed using quantitative methods that 
investigate causality, such as the development pathways of disturbances in 
self and identity, as the predominance of literature is currently based on
theoretical supposition.
4. Specific research on self and identity in PD seems to be mainly cross- 
sectional and focuses on participants at only one time-point. Longitudinal 
research would be beneficial to explore how experiences of self and identity 
change over time, as evident in some participant s accounts in the current 
study.
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5. 3. 2 Reco mmendations for clinical practice
In terms of clinical practice, the findings of the current study can be used to inform 
therapeutic intervention, service development and training of mental health 
professionals.
Participants were aware of the problems they experienced in terms of self and identity 
and several reflected during the feedback that they had found the experience of 
talking specifically about this during the interview beneficial. Therapeutic 
interventions exist that focus on the level of self and identity in PD, such as 
transference-focused psychotherapy (Kemberg & Caligor, 2005). A key aspect of this 
approach is consolidating individual’s identity by facilitating integration of split-off 
representations of self and others and has shown positive outcomes. Other approaches 
such as dialectical behaviour therapy (Linehan, 1993) and schema-focused therapy 
(Young et a l , 2003) also focus on aspects of the self including self-validation, self­
acceptance and self-schemas. One participant suggested that focus groups where 
issues such as self and identity could be discussed would be helpful for people with 
PD. This is an interesting idea that could be researched further, especially considering 
that many people who identify with characteristics of PD find it difficult to commit to 
longer-term therapy as identified earlier.
There was a strong theme across participants that positive experiences of mental 
health services were characterised by being listened to, understood and empowered by 
services. This is supported elsewhere in the literature, especially in relation to the 
recovery model (Nehls, 2000). Participants articulated how lifetime experiences of 
rejection were replicated by experiences in mental health services and this resulted in 
disengagement. More emphasis needs to be paid to breaking the cycle of rejection in 
services, as prioritised in recent policy documentations (NIMHE, 2003). The impact 
of working with PD could also be considered during training of mental health 
professionals, such as deconstructing the meaning of the label to challenge negative 
assumptions and stigma (Wright et al, 2007).
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In conclusion, the current findings support that people with PD experience problems 
with self and identity and this can be used to inform future research and clinical 
practice.
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7.0 APPENDICES
7 .1  Annendix 1 -  Cnnv of Particinant Information Sheet
Participant Information Sheet 
Sense of Self in People with Personality Disorder
I would like to invite you to take part in a research study. Before you decide I would like to 
explain why the research is being done and what it would involve for you if you took part.
Please take time to read the following information carefully. Talk to others about the study if 
you wish. Please let me know if there is anything that is not clear or if you would like more 
information. You can do this either by contacting me at the above address or via staff at the
PD project. _____________
What is the purpose of the study?
I am a trainee clinical psychologist and am conducting a piece of research looking at 
how people with personality disorder describe themselves. I hope this research will be 
of value and useful to both service users and professionals, as well as contributing to
theory on this topic.
Why haye I been inyited to take part?
I am looking for about twelve people from the PD project to take part in the research, 
as I would like to talk to people who have experience of living with personality
disorder.
Dn T haye to take part in the research?
No. You do not have to take part in the research -  it is entirely your decision whether
you want to be involved. This information sheet describes the study and I am happy to
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answer any questions you have when making up your mind as best I can. If you 
decide you want to take part I will ask you to sign a consent form at the start of the 
study to show that you have agreed to participate. You can decide to stop being in the 
study at any point without giving a reason and this will not affect the care you receive 
from the PD project.
What will happen to me if I take part?
If you agree to take part I will contact you to arrange a time for you to come to an 
interview with me. This interview will last for approximately one hour and will take
place in the Psychotherapy Department a t  The interview will be arranged for a
time that is convenient for both of us within office hours. In the interview I would like 
to talk about who you think you are as a person. I have attached some examples of the 
questions that I might ask during the interview. I might not need to ask you all of the 
questions and could ask some additional ones depending on what we talk about. You 
can choose how much information you would like to give during the interview.
I will audio-tape the interview so that I can type them up word-for-word afterwards 
and I need your permission to do this. Taping the interviews will mean that I do not 
have to take notes and will able to give all my attention to what you are saying during 
the interview. The tapes will need to be kept for a minimum of ten years before being 
destroyed but will be kept in a locked, safe place in the meantime. When I type up the 
interviews I will not use your real name and I will remove any other information that 
might identify who you are. This is to make sure that all the information kept is 
confidential. I will also keep the typed copies of the interviews in a safe, locked place.
Once I have conducted all the interviews, I will look closely at what you have said 
and draw out the most important themes raised by all the people I interview. I will 
then invite each participant back on an individual basis to feedback these findings and 
give you the opportunity to comment on them. This might happen up to four months 
after the interviews have taken place.
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Will I be paid for taking part in the research?
There is a small amount of funding available for the research. Everyone who takes 
part will be given £10 in cash as a thank you for the time taken to participate in the 
research. This money ean also be used to cover any travel expenses needed to come to
the interview.
What will hannen to the data from the research?
I will type up the interview from the audio-tape word-for-word onto a computer at the 
University of Surrey. Any information that may identify you will be changed in the 
typed copies of the interviews to make sure that they are anonymous. All information 
stored on the computer will be kept in password protected files. I will keep both the 
tapes and typed copies of the interviews in a secure, locked place. The two project 
supervisors will be the only other people to have access to the anonymised, typed 
copies of the interviews. After the study, all data (tapes and typed copies of the 
interviews) will be kept confidentially at the Surrey University and will be securely 
disposed of after ten years.
How will the findings be distributed?
I will write-up my findings in a thesis as part of my training and a copy will be kept at 
the University of Surrey. I also plan to submit the findings to a journal for publication. 
You will not be identified in any report/publication. When I write-up my findmgs, I 
will need to add some direct quotes from the interviews to support the points I am 
making. As above, you will not be identifiable from the quotes. I will need to get
your permission before I do this.
After I have written up the research I will come to the PD project groups and give a 
summary of what I found. I can do this by giving you a written information sheet and
a face-to-face presentation.
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Will my taking part in the research be kept confidential?
Everything you tell me in the interviews will be kept confidential unless you say 
something that makes me think you may be at risk of hurting yourself or someone 
else. If you do then 1 will have to tell my supervisor and staff at the PD project. If 1 
need to do this, 1 will discuss this with you.
Are there any disadvantages or risks in taking part?
It is not intended that there will be any risks or disadvantages but some of the 
questions might ask you to talk about issues that you could find upsetting. 1 have 
attached some examples of the main questions that will be asked so you can see if 
there are any you might find difficult before agreeing to take part. 1 might not ask all 
of these questions or ask some extra ones depending on what you say. People can get 
upset when talking about personal experiences and if this happens to you during the 
interview then you can take your time before moving on or take a break from the 
interview. You can also stop the interview at any point if you do not want to continue 
and what you have said will not be used in the study.
You are encouraged to refer to your Crisis and Support Plan if you do become upset at 
any point during the research and will be given the opportunity to talk about 
participating at the PD group meetings if you so wish. I will also try to make sure that 
you do not leave the interviews feeling really upset.
What are the possible benefits of taking part?
I hope that the research will give you an opportunity to talk about some of your 
experiences and contribute to the theory and understanding on the topic. As with any 
research looking at experiences of people with personality disorder this has the 
potential to be used to improve the treatment and care of people with this diagnosis.
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What if there is a problem?
Any complaint that you may have about the study or any possible harm you might 
suffer will be dealt with. If you have any concerns during the study, you can speak to 
me and I will try my best to address your concerns. If you remain unhappy and wish 
to complain formally you can do this through the NHS Complaints Procedure. In the 
event that something does go wrong and you are harmed during the research and this 
is due to someone’s negligence then you may have grounds for a legal action for 
compensation against the University of Surrey but you may have to pay legal costs. 
The NHS complaints mechanisms will still be available to you.
Has the study received ethical approval?
All research in the NHS is considered by independent group of people, called a 
Research Ethics Committee to protect your safety, rights, wellbeing and dignity. This 
study has been reviewed and given favourable opinion by ... Research Ethics 
Committee.
Further information and contact details:
If you would like further information about the research then please write to me at the 
address below or via the staff member at your PD project group.
Nicola Kemp (Trainee Clinical Psychologist)
School of Psychology, Guildford, Surrey GU2 7XH
What happens next?
If you would like to take part in the research after reading this information sheet and 
finding out any additional information then all you need to do is tell the staff member 
at your PD project group and they will let me know. I will then contact you to arrange 
an interview time that is most suitable for you.
Many thanks for taking the time to read this information sheet.
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7.2 Appendix 2 -  Copy of Consent Form
CONSENT FORM
Patient Identification Number:
Title of Project: Sense of Self in People with Personality Disorder 
Name of Researcher: Nicola Kemp
(Please initial box)
1.1 confirm that I have read and understand the information sheet dated 07/09/07 I I 
(Version 2) for the above study. I have had the opportunity to consider the '— ' 
information and ask questions and have had these answered satisfactorily.
2 .1 understand that my participation is voluntary and that I am free to withdraw at I I 
any time without giving any reason, without my medical care or legal rights being 
affected.
3. I understand that my interview will be audio-taped and that an anonymised —
copy of this will be typed up. The only people who have access to the anonymised __
typed copies will be the researcher and two project supervisors. The primary 
research data will be kept in a safe, locked place for a minimum of ten years 
before being destroyed. I give permission for this.
4. I understand that direct quotes will be used from my interview in the write-up i I 
of the study. These -will be made anonymous. I give permission for this. I— I
5.1 agree to take part in the above study. I  I
Name of Participant Name of Researcher
Date Date
Signature Signature
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7.3 Appendix 3 -  Copy of Example Interview Schedule
Interview Schedule -  Examples of some questions
At the start of the interview I will ask you to sign the written consent form to 
say that you agree to take part in the study. Then we’ll spend a bit of time 
settling into the interview and you will have the opportunity to ask me any 
questions before start.
Below are some of the questions that I might ask you. Under each question 
I’ve thought of some different ways to ask the question to help you with your 
answers. I might not need to ask you every question and I might ask you some 
additional ones not on this sheet depending on what we talk about. The 
questions below might not be asked in the same order.
Question 1 : I’ve never met you before -  can you please tell me a bit about 
yourself.
- How would you describe your personality/identity/who you are? 
How would you define the sort of person you are?
What sort of things you like to do/talk about etc.?
Question 2: How would other people describe who you are?
- How would your ffiends/families/other professionals describe who you 
are?
Question 3: Do you think who you are changes in different contexts?
- Are you a different person when you are in different places or with 
different people?
How do other people affect who you are?
Who do you think you are most of the time?
Question 4: Has who you are changed over time?
- Has your sense of identity changed over time? If so in what ways? 
Question 5: What sort of person would you like to be?
- If you could be different, what sort of person could be different?
How would you like to describe yourself in the future?
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Question 6: Is there anything else you would like to tell me about who you 
are?
If you have would like any more information or the opportunity to ask about 
these questions then please write to me at the address given on the Participant 
Information Sheet or via the staff member at your PD project group.
Many thanks for taking the time to read these questions.
Nicola Kemp
Trainee Clinical Psychologist
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7.4 Appendix 4 - Evidence of COREC Ethical Approval
21 September 2UU/
Miss Nicola J Kemp 
Trainee Clinical Psychologist 
University of Surrey 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
Dear Miss Kemp
Full title of study* Sense of self in personality disorder from the service
users* perspective: A qualitative study 
REG reference number: 07/H0803/129
Thank you for your letter of 09 September 2007, responding to the Committee's request for 
further information on the above research and submitting revised documentation.
The further information was considered at the meeting of the Sub-Committee of the REC 
held on 14 September 2007 A list of the members who were present at the meeting is 
attached.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessment (SSA.
There is no requirement for [other] Local Research Ethics Committees to be informed or for
site-specific assessment to be carried out at each site.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
This Research Ethics Committee is an advisory committee to London Strategic Health Authority 
The National Research Ethics Service (NRES) represent the NRES Directorate within the National Patient Safety Agency and
Research Ethics Committees in England
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(H0803/129
Document Version Date
Application 5.4 09 July 2007
Protocol 1
Covering Letter 11 July 2007
Letter from Sponsor
Compensation Arrangements 01 August 2006
Interview Schedules/Topic Guides 1 11 July 2007
Participant Information Sheet 2 07 September 2007
Participant Consent Form 2 07 September 2007
Response to Request for Further Information 09 September 2007
CV-S.Miller
CV-Supervisor, F Warren
R&D approval
All researchers and research collaborators who will be participating in the research at NHS 
sites should apply for R&D approval from the relevant care organisation, if they have not yet 
done so. R&D approval is required, whether or not the study is exempt from SSA. You 
should advise researchers and local collaborators accordingly
Guidance on applying for R&D approval is available from 
http://www.rdforum.nhs.uk/rdform.htm.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
Feedback on the application process
Now that you have completed the application process you are invited to give your view of 
the service you received from the National Research Ethics Service. If you wish to make 
your views known please use the feedback form available on the NRES website at:
https://www.nresform.org.uk/AppForm/Modules/Feedback/EthicalReview.aspx
We value your views and comments and will use them to inform the operational 
process and further improve our service.
07/H0803/129 Please quote this number on all
correspondence
With the Committee’s best wishes for the success of this project
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7.5 Appendix 5 -  Evidence of University Ethical Approval
Dr Mark C ropley
C h air Faculty o f  Arts and  Human S c ie n c e s  E thics 
C om m ittee  
University o f Surrey
U N IV E R S IT Y  O F
SURREY
Faculty o f
Arts and  Hum an Sciences 
G u ild fo rd , S u rrey  GU2 7XH UK
T: + 44 (0)1483 689445
F: +44 <0)1433 689550
vvww.surrey.3c.uk
Nicola Kemp
Department of Psychology - Clinical Trainee Yr 3 
University of Surrey
25*" October 2007
Dear Nicola
Reference: 182- PSY - 07
Title o f Project: S e n s e  o f s e l f  In personality disorder from the serv ice  u ser’s  
perspective: A qualitative stu d y
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee,
Yours sincerely
Dr Mark Cropley
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7.6 Appendix 6 -  Evidence of Research and Development Approval
Dear Nicola,
Research Title: Sense o f se lf in personality disorder from the service users’
perspective: a qualitative study
Project ID: PF361
Following various discussions your project has now been approved This letter ensures 
that you and the researchers holding a Trust/NHS contract are ndemnified by the Trust 
under DoH HSG (96) 48 (only fo r non-commercial research). Under your contract of 
employment you are required to adhere to the Research Governance Framework and 
Trust research monitoring procedures,
in addition to ensuring that the dignity safety and well-being of participants are given
priority at all times by the research team, you need to ensure the following
» Patient contact: Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or full) are allowed to make contact with patients.
» Informed consent: is obtained by the lead or trained researcher according to the 
requirements of the ethics committee. The original sighed Cdhsent form should be kept 
on file. Informed consent will be monitored by the Trust at intervals and you will be 
required to provide relevant information.
• Data Protection- All data involving patient data will remain anonymised where 
possible, and held on protected systems so as not to compromise the Data Protection 
Act.
« Adverse events reporting- Adverse events or suspected misconduct must be 
reported to the R & D department, in conjunction with the Ethics committee.
Terms and conditions o f Approval
« Annual rev iew  An annual review form will be sent to you, which you will be required 
to complete and return to the R & D Department.
• Closure Form On completion of your project a closure form will be sent to you 
(according to the end date specified on the R & D database), which needs to be 
returned to the R & D Department.
» Publications: Any publications will need to be reported to the R & D Department. This 
is vital in ensuring the quality and output of the research for your project and the Trust 
as a whole.
The^R & D Deprtment TTe¥d¥lo be informed of any changes to the protocol such as 
patient recruitment, funding, etc. If any major changes are made to the protocol then this 
would need to go to the R & D  Committee.
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